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Abstract

Pediatric patients (17 years and younger) in mental health crisis are arriving in the emergency
department in increasing numbers because there is a lack of mental health crisis care in the
community setting. The emergency department is crowded, lacks a dedicated area for
psychiatric patients that is quiet and safe, and staff are inadequately trained in psychiatric
competencies. A quality improvement project was approved by Boise State IRB to train RNs in
psychiatric competencies. Telepsychiatry provided timely evaluation by a qualified psychiatric
provider. Patients’ perceived meaning of the ED visit was evaluated using the Patient Evaluation
of Emotional Comfort Experienced tool. Patients were evaluated by a psychiatric provider via
telemedicine to determine the need for involuntary detainment. Pre- and Post-education survey
of 8 registered nurse volunteers demonstrated an increase in self-efficacy in caring for pediatric
psychiatric patients. Patients attributed positive meaning to their emergency department visit,
reporting they felt “cared for”, “safe”, and “thankful” for the care received. Impact:
Telepsychiatric evaluation meets the least-restrictive means of providing care for pediatric
psychiatric patients in the emergency department. Registered nurses were more comfortable
providing mental health care in the emergency department after psychiatric-specific education.
Patients perceive brief interventions as meaningful when applied by trained RNs. Future plans
should include training all ED RNs in pediatric psychiatric competencies and providing
dedicated safe space for psychiatric patients.
Keywords: emergency department psychiatric care, SBIRT for suicidal teens, emergency
department psychiatric education, recovery model in the ED
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Improving the Quality of Care for Pediatric Psychiatric Patients in the Emergency Department
Problem Description
Patients present to the emergency department (ED) for different medical crises. The
physical space, ED staff training, and supplies are generally equipped for differences in patient
disease processes and conditions. Department personnel must be proficient in protocols specific
to the varied conditions encountered. The skills required in the care of a trauma patient are
separate from those for a person experiencing a heart attack. The environment is structured for
wide-ranging medical and trauma conditions and staff are trained to respond to these vagaries as
care is delivered. Historically, patients with mental health issues had more access to psychiatric
care, often provided by the state. The availability of pre-crisis care, mental health treatment
clinics, and state-run psychiatric facilities accommodated this population of patients. Over
several decades the availability of mental health care outside the ED has become less and there
has been a 30% decrease in inpatient psychiatric beds since 2012 (California Hospital
Association [CHA], 2018). In recent years, an increasing number of pediatric patients in mental
health crisis are presenting to the ED. While staff are accustomed to various disease processes,
they are inadequately prepare to safely care for the psychiatric population, pediatric and adult.
This dissertation examines the background of the issue, explores current literature for causes, and
outlines solutions to address what many consider the new public health crisis (Zimlich, 2019). A
description of the local community hospital provides a setting for the scholarly project, with
suggestions for interventions and a timeline for implementation. Finally, the outcomes of
implementing best practice care are discussed with suggestions for further study.
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Problem Background
The problem of mental health patients accessing care in the ED has developed over the
course of many years to the current level of crisis (Stone, Rogers, Kruckenberg, & Lieser, 2012).
Beginning with the 1967 Lanterman-Petris-Short (LPS) Act, the state of California has moved to
decentralize the provision of mental health care, eliminating state-run programs, and reducing the
number of inpatient psychiatric beds. Each county became responsible to provide pre-crisis and
inpatient psychiatric care (Stone, et al., 2012). This study also noted funds were allocated to
each county for the purpose of mental health but provided no mandate for the provision of care.
As a result, funds were subject to local policy and politics, services were not uniformly
implemented, and there were many unmet needs (Stone et al., 2012). The LPS Act of 1967 only
allowed for a patient to be held involuntarily if they were gravely disabled, a danger to
themselves or others, but it did not outline more specific recommendations for care (LantermanPetris-Short Act, 1967/2018). As state-run mental health clinics and inpatient psychiatric
hospitals closed, there were fewer mental health-specific facilities for patients to be treated. This
created a gap in care and patients without alternatives accessed mental health care in the ED as a
last resort. The Emergency Medical Treatment and Active Labor Act (EMTALA) guarantees an
ED medical screening exam and condition stabilization irrespective of the availability of
insurance or ability to pay (Emergency Medical Treatment and Active Labor Act, 1985). If the
patient is assessed as a danger to themselves or others (or gravely disabled), they may be legally
held involuntarily for 72-hours. This necessitates admission to an inpatient psychiatric facility
which the majority of hospitals cannot provide. There is an acute shortage of inpatient
psychiatric beds and patients wait in the chaotic and overcrowded ED (Wolf, Perhats, & Delao,
2015). Access issues affect both adult and pediatric patients; there are, however, far fewer
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inpatient psychiatric beds for the pediatric mental health patient (CHA, 2018). In Los Angeles
County, CA, where the host site and population of interest are located, there are 231 inpatient
child/adolescent beds serving a population of 2.3 million children (Kidsdata.org website, 2018).
An acceptable ratio of beds to population is 40 per 100,000 (Treatment Advocacy Center [TAC],
2016). The ratio in Los Angeles County is 75% less than the number required, or 10 beds per
100,000 children. Most pediatric admissions in the local facility result from suicidal ideation or
self-harm. The children are placed on a 72-hour involuntary hold because there is no psychiatrist
available to evaluate them in the local hospital, and many wait hours for transfer to a pediatric
psychiatric hospital. In California, the average stay in the ED for a pediatric psychiatric patient
awaiting transfer to an inpatient bed is 19 hours (Stone, et al., 2012). The experience at the local
facility is similar, although increasingly more children are waiting in the ED for the entirety of
the involuntary hold.
Local Problem
The local community hospital ED has experienced the same increase in pediatric mental
health patients as described in the literature. This issue has been developing over several years
and in recent years the influx of patients has been more rapid. Space in the local facility is
limited and created to care for patients with a medical emergency. There are no rooms made safe
from self-harm risks and having 1:1 observation of patients at risk for suicide is not accounted
for in staffing ratios. Patients are often placed in a hallway, where observation becomes a
communal responsibility. Staff have been trained to care for patients observing a medical model
of illness, treatment, and care (Marynowski-Tracyzk, Moxham, & Broadbent, 2013). There is a
fundamental lack of understanding of the difference caring for patients in mental health crisis
because specialized training is limited to managing assaultive behavior. This inadequacy in
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response is further exacerbated by the complexities of the child/adolescent patient. An
increasing number of pediatric patients in psychiatric crisis are accessing the local emergency
department. There is a gap in knowledge for providing a safe environment of care and staff do
not have adequate training specific to this patient population.
Available Knowledge
A search strategy was developed to identify literature describing the current treatment of
psychiatric patients in the ED and best practices to care for the pediatric population. First,
forming the problem statement in a question helps discover the most relevant evidence (Reavy,
2016). A common format is to identify the population of interest (P), intervention to be
implemented (I), the variable with which the intervention is compared (C), and outcome desired
(O) (Dang & Dearholt, 2018). The searchable questions was created, “For the pediatric
psychiatric patient in the emergency department, does implementation of best practice compared
with current practice, improve nursing knowledge and provide a safe environment of care?” The
following search terms were developed from PICO questions: models of care (medical model,
recovery model), improving staff psychiatric competencies, emergency nursing psychiatric
(mental health) competencies, safe room, ligature risk, telepsychiatry, contraband searching,
pediatric psychiatric (mental health) emergency patients, crisis stabilization, at-risk youth
(identifying, screening, interactions with), brief intervention. A database search was conducted
to locate relevant literature including JURN, Medline Plus, PsychInfo, ProQuest, and Science
Direct. Professional organization websites were accessed including Emergency Nurse
Association, American Psychiatric Nurse Association, American College of Emergency
Physicians, and the Pediatric Health Information System.
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Inclusion criteria include literature from peer-reviewed journals and professional
websites, as well as studies addressing the adult/general psychiatric population. While ageappropriate care is an important component of nursing (Normandin, 2016), findings from an
adult population could be applied to pediatric populations with a similar disease process.
Finally, relevant literature from other countries was included if the country is considered a firstworld country and the literature clearly describes a problem comparable to the United States.
Excluded were “clinical pathways” and protocols dependent on an attached pediatric behavioral
health unit, crisis stabilization unit, or psychiatric emergency department. The reason for the
exclusion is the host site, a stand-alone community hospital, does not have access to these
services and the change project will focus on care while in the ED. Literature published in the
past 10 years was preferred, and there was no limit on the number of studies reviewed. Using the
Johns Hopkins individual evidence summary tool and evidence level/quality guide, articles were
examined to determine the level and quality (Dang & Dearholt, 2018). Levels of evidence
describe a hierarchy based on how the study was designed. For example, evidence produced
from a systematic review of studies would have a better applicability to care than a change
project in one hospital. Literature is also graded on quality, ranging from grade A (high Quality)
to Grade C (low quality or flawed) (Dang & Dearholt, 2018).
Literature Review
The literature describes several issues contributing to the local inadequacy of care,
including staff discomfort with the patient population, poor communication, and a physical
environment not conducive to provide quality care. First, ED staff are generally uncomfortable
taking care of this type of patient and therefore do not communicate effectively, if at all
(Kerrison & Chapman, 2007). This leads to interactions unintentionally inflaming the patient
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which may result in acting out against the staff. The chronic nature of mental illness often
results in repeated ED visits, and may create a bias in ED staff of patients as abusers of the
system, contributing to both discomfort and ineffective communication resulting in poor
interactions and substandard care (Marynowski-Traczyk et al., 2013). Poor communication and
generally ineffective care lead nursing staff to experience feelings of inadequacy, guilt, and
powerlessness (Plant & White, 2013). The registered nurse perceives their education in
psychiatric care as minimal and not directed toward care of a patient in mental health crisis
(Clarke et al., 2005; Kerrison & Chapman, 2007; Wolf, Perhats, & Delao, 2015). Additionally,
the physical space of the ED is not conducive for the care of the pediatric psychiatric patient,
especially if waiting for many hours. The ED is busy, noisy, and chaotic. There are no “safe
rooms, purpose-built to prevent the suicidal patient from harming themselves (The Joint
Commission, 2018). Consequently, patients are often kept on a gurney in the hall where they
can be observed by staff. All ED patients are sorted based on acuity, and there is an erroneous
perception psychiatric patients are less sick than medical patients (Richards, Van der Linden,
Derlet, 2014). This disregards privacy, creates further stigma because the patient is out in the
open, and sensory stimulation is increased. Pediatric patients are further injured by an elevation
of neurohormones, associated with permanent brain changes resulting in lifelong behavioral and
mental health problems (Manton, 2013). Parents bring their children to the ED in mental health
crisis and do not know the physical space may contribute to worsening of the psychological
crisis. Once the literature is examined to describe causes of the inadequacy of care, the next step
is to describe best practices for care outlined in the literature. A summary of the literature is
found in Appendix A.
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Synthesis of the Evidence
Eleven studies or literature of grade B or higher were used to create a synthesis of the
evidence. The literature provides areas of focus for interventions to improve the ability of staff
and the environment of care for the pediatric psychiatric patient in the ED. Following is a
discussion of the findings and best practices found in the literature.
Safe environment of care. The Joint Commission provides recommendations for creation of a
safe environment for mental health patients (“November 2017 Perspectives”, 2017). This report
stipulates rooms must not have fixed points capable of being used as ligature points by a patient
intent on self-harm. It includes cabinets, door jambs, and fixtures on the wall, fixed lights, and
other items. If these cannot be removed they should be identified and the patient have one-toone observation including escort to the bathroom. The National Action Alliance for Suicide
Prevention adopted similar language in their published guidelines (National Action Alliance for
Suicide Prevention: Transforming Health Systems Initiative Work Group [National Action
Alliance], 2018). In addition to the Joint Commission and National Action Alliance, the
Emergency Nurse Association (ENA) recommends providing pediatric psychiatric patients with
a safe space away from the chaos of the ED (Manton, 2013). Failure to do so, Manton noted, has
the potential to subject the patient to secondary trauma from structural brain changes resulting
from neurohormone release. Normandin (2016) found part of the process of building a trusting
relationship with family and child in psychological crisis includes placing them in a private room
free from monitoring equipment. Finally, an ENA infographic suggests removal of harmful
belongings, monitoring of visitors, and the importance of removing potentially dangerous items
from the hospital room (“Tips”, 2016). An important recommendation for the local ED includes
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setting aside space for the pediatric psychiatric patient to provide a quiet environment in which
to receive care, especially if there is an extended wait.
Education of staff. A recurring theme in the literature, even when not the specific focus of the
study, was the education of ED staff. All but two articles referred to education of staff as a
necessity. One expert opinion noted ED staff should be educated to address the specific psychosocial needs of children appropriate to their developmental age (Normandin, 2016). A second
recommendation from this author included conducting a complete history at triage,
acknowledging the importance of family in the patient’s care, and assessing suicide risk. Sale et
al. (2018) suggested staff have increased confidence when given specific training on counseling
patients and their families, and follow up showed there was excellent retention of material and
continued self-efficacy. A survey of staff at a Canadian ED noted staff themselves reported a
need for training in specific areas, especially identification of suicidal patients and an improved
mental health triage scheme (Dion, Kennedy, Cloutier, & Gray, 2010). Training in a brief
suicide screening tool for adolescents in the ED demonstrated excellent staff compliance in
completion (Ballard, Cwik, Van Eck, Goldstein, Alfes…..Wilcox, 2017). The literature
suggested staff are cognizant of their lack of education and may respond favorably to education
in specific aspects of caring for the psychiatric patient in the ED. This will be important to
ensure success when implementing a practice change in the local ED.
Identifying at-risk youth. At the local facility, the predominant mental health presenting
complaint is related to suicidal ideation or attempted self-harm. Involuntary holds are typically
placed on a pediatric patient when they are considered an imminent danger to themselves or
others. Ballard et al. (2017) evaluated the administration of the Ask Suicide Screening Questions
to pediatric patients when presenting to the ED with a mental health-related complaint. Fifty-
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three percent of those screening positive for suicidality did not have suicide as a primary
complaint, suggesting there may be utility in administering the screen to all adolescents. This is
controversial as not all ED physicians agree every patient should be asked about suicide
(Schneider, 2016). Other studies and guidelines identify administering a suicide screen as a best
practice (Normandin, 2016; National Action Alliance, 2018). In one study (Dione et al., 2010),
nurses list identification of suicide as an educational need; implementation of a screening tool
would serve to close this gap. The local facility recently chose to implement the Columbia
Suicide Severity Rating Scale (C-SSRS) as a tool for suicide screening. This is a validated, best
practice suicide screening tool implemented widely in health care (The Columbia Lighthouse
Project website, 2016). While not all pediatric patients are provided suicide screening, all who
have a primary psychiatric complaint are screened consistent with The Joint Commission
requirements (The Joint Commission, 2018).
Crisis stabilization. Access to providers qualified to perform a psychiatric evaluation remains a
problem at the local facility. The inability to provide the evaluation contributes to the length of
stay, and many local ED physicians request evaluation for involuntary hospitalization to
facilitate evaluation by a psychiatric provider, which is available at an inpatient psychiatric
facility. By collaborating with county mental health offices and using telepsychiatry, one facility
in Northern California reduced the number of involuntary holds (Hyer, 2017). Many patients at
this organization were discharged once their crisis passed, with resources for follow up care.
Use of telemedicine in the absence of specialized physicians in situ was supported by two
additional studies (Brova et al., 2018; Bolle, Vibeke Trondsen, Stensland, & Tjora, 2018). While
Brova et al. (2018) addressed tele-medicine in general, Bolle et al. (2018) identified
telepsychiatry as efficacious in remote facilities where a higher expertise was necessary to
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evaluate patients. Implementing a similar service in the local facility is one way to bring
pediatric psychiatric expertise to the ED. In addition to telepsychiatric services, Family
Intervention for Suicide Prevention (FISP) was provided to pediatric patients in the ED (Hughes
& Asarnow, 2013). In this randomized, controlled trial, this brief cognitive behavioral
intervention helped both family and child address the immediate crisis preceding emergency care
and encouraged follow-up care. A drawback to this approach is it is intended to be administered
by a medical provider. Utilizing interventions performed by nursing staff is crucial because the
ED registered nurse spends the most time with the patient and therefore can have the greatest
impact. The National Action Alliance has recommended two interventions which can be
administered by the registered nurse, the Safety Planning Intervention and Counseling on Access
to Lethal Means (CALM) (National Action Alliance, 2018). In the Safety Planning Intervention,
the registered nurse assists the patient in identifying coping strategies at various levels of stress
so the patient can learn to identify stressors and behaviors precipitating suicidal thoughts, selfcalming activities, and sources of support. CALM training helps to educate parents on
identifying and securing potential means of self-harm in the home, including reducing the
availability of guns, prescription medication, and other impulsive means of harm.
Implementation of crisis tools at the local facility will help decrease the need for involuntary
detention as a means of evaluation, involve the family as part of the team caring for the child,
and help the child develop coping strategies for use on discharge from the facility.
Rationale
The rationale provides a logical explanation of why the interventions proposed for the
local organization will be successful in providing better care when compared to the current
practice (Goodman, Ogrinc, Davies, Baker, Barnsteiner, Foster, … Thor, 2016). The following
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sections describe the philosophical concepts underlying the practice solutions, providing a basis
for success in implementation during the scholarly project.
Theoretical Model
A nursing theory is a body of knowledge used to describe what happens in caring for the
patient and forms the basis of a philosophy of care. In the local ED, a medical model of care is
the guiding philosophy. In this model, the physician is the center of care, with a focus on
treatment and eventual resolution of the condition (Marynowski-Traczyk, Moxham, Broadbent,
2017). If the patient is compliant with the physician’s direction a “cure” is achieved. This
model is insufficient in the treatment of psychiatric patients because mental illness involves
periods of wellness punctuated by moments of crisis. It is likened in the literature to a journey,
uniquely experienced by the individual who is adapting to life with a mental illness
(Marynowski-Traczyk et al., 2017). Named the recovery model, the patient is the center of care
and the focus is on self-reflection, optimizing personal strengths, and empowering wellness
through growth, choice, and personal responsibility. The nursing theory guiding the scholarly
project is the Theory of Interpersonal Relations by Dr. Hildegard Peplau. Peplau proposed
nursing, at a fundamental level, as an interaction between the nurse and patient involving a series
of actions directed toward a therapeutic goal (Peplau, 1988). The nurse capitalizes on this
relationship as a means of encouraging the patient toward health. Peplau described the
relationship of nurse and patient as unlike any other, that of a professional with specific expertise
interacting with another human in need of this special knowledge (Peplau, 1992). Two explicit
assumptions are first, the patient will benefit from the interaction because the nurse is trained and
training is meant to help the patient (Honorato-Franzoi, Lemos, Costa de Jesus, Pinho, Kamada,
& Diniz, 2016). The second assumption is the nurse helps the patient by assisting in the
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maturing of the patient’s personality, and this maturity creates in the patient a means of
contributing to their own wellness (Peplau, 1988). The nurse understands the relationship with
the patient passes through different stages, beginning with an orientation during the first meeting
where the registered nurses assists the patient in clarifying needs. During the initial encounter,
the nurse is identified by the patient as a person who can help with their crisis. In the
exploitation phase, the patient takes advantage of the nurse’s unique knowledge, moving toward
independence as they apply this knowledge to their own circumstance (Peplau, 1988). Finally,
the patient enters a resolution stage as they identify new coping skills; it is at this point the
relationship is ended by the nurse. Throughout each phase the nurse assumes a different role
influencing the interaction with the patient. Beginning as strangers during the first encounter,
continuing as a resource, teacher, leader, substitute, and finally becoming counselor to the patient
(Honorato-Franzoi, et al., 2016).
The treatment of pediatric psychiatric patients in the ED is not well-supported by the
current medical model employed in most hospital EDs (Marynowski-Traczyk et al., 2017).
Application of the Theory of Interpersonal Relations focuses nursing care specifically on the
interaction with the patient as a tool so the patient can learn new skills for coping with mental
health crisis. Key concepts applicable to pediatric mental health patients include maturing and
fully developing their personalities through the nurse-patient relationship. Peplau felt the theory
was most applicable to psychiatric patients, though useful in all nursing relationships (Peplau,
1992). The theory relates to the population of interest in the local hospital. The nurse is the
primary caregiver for the mental health patient and develops the roles identified by Peplau to
assist the mental health patient in developing coping skills, an important part of adolescence. In
the local facility, the majority of pediatric mental health presentations are for suicidal ideation or
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self-harm, and behaviors fostering self-care including ability to cope with stressors, confidence
in deploying tools, and identifying resources are necessary for a safe discharge. The Theory of
Interpersonal Relations uses the unique nurse-patient relationship to develop skills for discharge
whereas the current medical model only seeks to clear the patient of a medical malady before
transferring them to the care of another provider. A graphic depiction of the Theory of
Interpersonal Relations can be found in Appendix B.
Project Framework
Where nursing theory provides a structure for successful intervention with the patient in
the context of care, the Logic Model (W. K. Kellogg Foundation, 1998) provides a description of
the relationship between program resources/inputs, activities, and outputs, and how they relate to
the outcomes the project hopes to achieve. The model begins with the assumption if certain
resources are made available, outcomes desired by the stakeholders and beneficial to a specific
population will be achieved (Reavy, 2016). The left-to-right flow of the Logic Model is created
by a series of “If…then” statements from the assumption to the needed resource, the resource to
an activity, activity to an output, and finally the desired outcome. Program developers can use
the Logic Model to describe the big picture of the project while also identifying potential needs
and gaps to be addressed (Issel, 2014). Appendix C contains the Logic Model developed for the
scholarly project.
Specific Aims
The process improvement project proposed for the local community hospital ED is
intended to improve practice by changing the way pediatric mental health patients are treated
when arriving in the ED. Three specific aims for this project are: 1) create a physical space in
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the ED, outside the hallway, dedicated to the pediatric psychiatric patient, 2) implement a change
in process so patients receive an evaluation through telepsychiatry in order to determine inpatient
admission rather than placing them on an involuntary hold to facilitate evaluation, and 3) provide
training to ED staff on caring for pediatric psychiatric patients, with a goal of increasing staff
self-efficacy and comfort in caring. An overall goal of providing an organized process of care,
based on best practice, will ensure this population is cared for safely, efficiently, and consistent
with the organization mission of providing compassionate care.
Context
It is important to understand the context in which the scholarly project was implemented
because others reading the scholarly project should understand where it took place to determine
if the same interventions will work at their facility (Goodman et al., 2016). In addition, a goal of
context is for the project manager to understand the factors likely to contribute to successful
implementation and focus on these attributes. A description of the population of interest and
local facility follows.
Population
The population of interest for the scholarly project is pediatric mental health patients
presenting to the ED of a local community hospital. The age group for this cohort is age 10 to
17. In California, pediatric patients are classified as “child” (age 11 and under), and
“adolescent” (age 12-17), for the purpose of inpatient psychiatric admission (California Hospital
Association, 2015). Most pediatric patients presenting in mental health crisis at the local facility
are between the ages 10-17. In the city of Santa Clarita, CA (where the host site is located) the
age group 17 and under comprises 12% of the total population. A community health needs
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assessment by the local facility found 6.3% of this group reported serious mental distress in the
past month (Biel, Sarkis, & Flanagan, 2016). Between 2017 and 2018 there was a 45% increase
in the number of children presenting in mental health crisis. In 2018 there were 382
child/adolescent patients presenting to the local ED with chief complaints of suicidal ideation,
intentional injury, intentional overdose, anxiety, and depression (Henry Mayo Newhall Hospital,
2019). By some estimates, ED visits for mental health complaints resulting in inpatient
admission have increased as much as 30% (Holt, 2018). With a lack of inpatient beds in Los
Angeles County, this patient population will continue to access mental health care in the ED and
wait for open inpatient pediatric psychiatric beds.
Settings and Resources
The local facility is a stand-alone, 357-bed not-for-profit community hospital and trauma
center in northern Los Angeles County, CA. The city has a population over 200,000 and is
considered one of the fastest-growing cities in the United States (Diaz, 2019). Construction has
started on a planned 25,000 home community on the western edge of the city, expected to
increase the city’s population by an estimated 75,000 residents. The hospital is the only facility
within the area, currently serving a population of 278,000 (Biel et al., 2016). The closest
hospitals are 10 miles south, 26 miles east, 30 miles west, and 100 miles north. It is
geographically separated by several mountain ranges. The hospital is not associated with a
hospital system. This is important because the hospital receives all ambulance traffic in a very
large catchment area, and patients must travel some distance to receive care from another
hospital. The hospital has suffered in the past from a poor reputation in the community because
of previous poor management and bankruptcy reorganization. In 2001, the entire senior
management changed leading to a successful effort to shift community perception.
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The hospital is a trauma center, acute stroke center, and receives patients in acute
myocardial infarction to access the cardiac catheterization lab. The ED, where the practice
change is to be implemented, sees 69,000 patients per year, including 12,000 child/adolescent
patients. The ED currently has 36 licensed beds, but often has over 60 patients including
hallways and chairs. There is a behavioral health unit for adult patients, but none for pediatric
patients. Currently, there are only two psychiatrists on site, though there are plans to credential
an additional psychiatrist and one nurse practitioner. In the ED there is no dedicated space for
either pediatric or adult psychiatric patients. Typically, mental health patients are placed on a
hall gurney until they are evaluated for an involuntary hold, then are either discharged without
seeing a psychiatric provider or transferred to another inpatient facility. All pediatric psychiatric
patients requiring admission must be transferred, a process averaging 20 hours. They receive
food and bathroom breaks; a security guard remains at the bedside to ensure the patient does not
elope. The care is more custodial than therapeutic.
The context of a project includes items such as existing processes and availability of
resources in the project setting, to include characteristics of the setting contributing to successful
implementation (Goodman et al., 2016). At the host site there are 82 registered nurses and 37
ED technicians who function as unlicensed assistive personnel. The department observes nursepatient ratios pursuant to California state law, set at 4 patients to one registered nurse in the ED;
this changes according to the acuity of the patient. ED Techs have significant interaction with
patients, including phlebotomy, wound care, and assisting with other needs. Staffing in the ED
is by section, and each registered nurse is responsible for a 4-gurney section. Every shift is
typically overstaffed to account for fluctuating census and acuity in the ED, and staff are not
required to float to other units. A second factor relevant to the project is the opening of a 90-bed
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inpatient tower, with a modest increase in the number of beds overall. This new unit will open
additional areas in the ED, with the possibility of dedicating a space for psychiatric patients
waiting for evaluation and transfer. Providing a safe environment of care is a primary objective
of the project.
The local facility is designated by Los Angeles County Department of Health as an
Emergency Department Approved for Pediatrics (EDAP). Requirements for this designation
include training specific to pediatric patients, the availability of processes and equipment to
support the pediatric patient, and continuing education requirements. Only hospitals meeting the
strict requirements are certified for pediatric care. There is no requirement for competencies
relating to the care of the pediatric psychiatric patient. Finally, a process to care for these
patients does not exist in the ED. The current process is somewhat provider-dependent, does not
follow a similar path each time, and does not honor the important principle of seeking evaluation
in the least restrictive environment (Los Angeles County Department of Mental Health
[LACDMH], 2016). The scholarly project is an opportunity to develop a systematic process to
provide best-practice care for the pediatric mental health population. Every change in process
brings with it challenges and opportunities, discussed in the next section.
Congruence of Project with Organizational Mission, Values, Strategies, Needs Assessment
The mission of the host facility is to “improve the health of the community through
compassion and excellence in health care” (Henry Mayo website, n.d.). There is a culture
supporting measured change, but there are concerns about finances because of the cost of the
new patient tower. The most recent published community health needs assessment in 2016
determined mental health as the greatest priority among city stakeholders (Biel et al., 2016).
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Evaluating Change and Readiness for Change
In the implementation plan for the hospital’s 2016 needs assessment there was a
conscious decision to focus on other medical needs of the community, where there was a more
immediate return on investment and current resources (Henry Mayo Newhall Hospital, 2017).
While there is a concern regarding available expertise to foster psychiatric change, the ED
leadership has recognized a need for practice change and is interested in piloting a performance
improvement/quality improvement project in the ED to provide a template for broader change.
Staff have voiced a need to do something different for this population as they spend the most
time with the patients and are frustrated by the ineffectiveness of current practice. The staff
reflect what was found in the literature review, a feeling of inadequacy in caring for mental
health patients but a desire to learn better practice (Plant & White, 2013; Dion et al., 2010). The
readiness for change and culture of the ED could support implementation of a performance
improvement project and contribute to success.
Strengths and Weaknesses
A SWOT analysis completed on the organizational attributes identifies elements of
strength and barriers to success. Assets contributing to the success of the process change include
ED stakeholders with final decision-making authority who are committed to change, no
competitor hospitals in the area of service, and the project manager has knowledge of the
institutional politics and history in order to avoid barriers and maximize success. The institution
acknowledges there is a need regarding the population of interest but has not developed a best
practice process to serve the group. The scholarly project is filling a need identified by the
organization and community stakeholders; successful implementation has the potential to
broaden in scope beyond the scholarly project and ensure sustainability.
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The primary weaknesses identified is the availability of financial resources to make
structural changes to rooms and funding for 20 hours of training for 80 registered nurses. Both
barriers have been addressed with local management, who have agreed to set aside a room for
pediatric mental health patients during the period of implementation of the scholarly project.
Additionally, annual education leave benefits have been approved for staff participating in the
project to overcome part of the financial barriers. Other weaknesses identified in the local
organization include knowledge gaps between current and best practice, as well as a general staff
resistance to change. This may be less of a concern during a pilot project because participating
staff are volunteers, but resistance to change could hamper sustainment.
Memorandum of Understanding
The project manager and local facility have agreed on the parameters of the change
project and a memorandum of understanding (MOU) documents the previously described
problem, the purpose and intended outcome of the pilot study. Understanding where the
scholarly project is taking place contributes to understanding the context for the project and the
elements impacting success (Goodman et al., 2016). A signed MOU is found in Appendix D.
Specific interventions designed to improve the health of the pediatric psychiatric population are
discussed in the next section.
Interventions
The interventions implemented in the local ED can be grouped into three broad
categories, including procedure for evaluation of pediatric psychiatric patients, improving the
environment of care, and educating staff in caring for psychiatric patients. The following
interventions were implemented at the host facility. The category of intervention, manner of
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implementation, and goals of the quality improvement project are presented below. The
interventions described are outlined in a Logic Model located in Appendix C. Outcomes
associated with the process change in patient evaluation include:
•

Short term goal 1: by August 31, 2020, 50% of pediatric psychiatric patients will have
an evaluation by a psychiatrist within two hours of arrival.

•

Intermediate goal 1: by August 31, 2021, 100% of pediatric psychiatric patients in the
ED will have an evaluation by a psychiatrist within two hours of arrival.

•

Long term goal 1: by 2025, an Emergency Psychiatric Assessment, Treatment, and
Healing (EmPATH) unit provided 23-hour observation and stabilization to adult and
pediatric patients, reducing involuntary inpatient admissions.

In collaboration with the Behavioral Health Unit Director and Clinical Informatics, a new
process was developed for evaluation of psychiatric patients in the ED. The Medical Staffing
Office credentialed 7 additional psychiatrists to provide telepsychiatric evaluation of patients. In
the new process, the pediatric patient will first receive medical screening by the ED MD to
ensure there is no medical cause for the psychiatric presentation. Next, the patient will be
evaluated by a psychiatrist to assess current mental health status and determine the least
restrictive environment for the patient to receive treatment. Two studies (Buckley & Weisser,
2012; Hyer, 2017) demonstrated efficacy of utilizing telepsychiatry to assess patients remotely
when there is no specialist available on-site. In addition, the need for inpatient admission is
often reduced with this approach. Early evaluation of a patient in mental health crisis is a marker
of quality care (Balfour, Tanner, Jurica, Rhoads, & Carson, 2015). Earlier psychiatric crisis
evaluation results in a decreased need for inpatient admission, decreased time spent in the ED,
and decreased demand on the system.
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Outcomes associated with improvement in the environment of care include:
•

Short term goal 2: by August 31, 2020, 50% of pediatric patients presenting with
mental health complaints were treated in a designated room modified for safety.

•

Intermediate goal 2: by August 31, 2022, 100% of psychiatric patients (adult and
pediatric) were treated in a room prepared using the Joint Commission and Center for
Medicare and Medicaid Services standards for ED psychiatric emergency areas.

•

Long term goal 2: by December 2025, an EmPath unit was established in a separate
area of the ED to care for psychiatric patients presenting in crisis.

The ED Director will designate an ED treatment area to be dedicated for use by pediatric
psychiatric patients presenting to the ED. The room will allow for a less noisy environment and
decreased stimulus, while permitting close monitoring by staff for patient safety. Patients who
have not been medically cleared by the MD or are in restraints will not be placed in this area. In
preparation for room use, engineering will remove oxygen hook-ups, bedside computers, sharps
containers, and other potential ligature points as can be removed. When a pediatric mental
health patient arrives in the ED and is medically cleared, they will be assigned to this dedicated
area for psychiatric evaluation.
Outcomes associated with identification of at-risk youth include:
•

Short term goal 3: by August 31, 2020, staff compliance with completion of a suicide
screen of pediatric patients with a mental health complaint was 80% as measured by a
Decision Support monthly report.

•

Intermediate goal 3: by August 31, 2021, staff compliance with completion of a
suicide screen on pediatric patients regardless of complaint was 100% as measured by
a Decision Support monthly report.
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Long term goal 3: by January 2025, the pediatric suicide rate in the city of Santa
Clarita was reduced by 30% as reported in the annual “State of the City” report.

A well-studied and validated suicide screening tool, the Columbia Suicide Severity Rating Scale,
was deployed in the ED. Pre-implementation, the screen was created in the electronic medical
record (EMR) and was completed by staff, becoming part of the patient medical record. Staff
were educated on the use of the screen and began using the tool to screen all patients (pediatric
and adult) presenting to the ED with a primary psychiatric complaint.
Outcomes associated with improvement in education include:
•

Short term goal 4: by August 31, 2020, 6 of the 10 ED RNs receiving education
specific to caring for pediatric psychiatric patients report increased self-efficacy and
competence in caring for this population as measured by a post-education survey
using the Mental Health Questionnaire tool (compared to pre-education survey using
the same tool).

•

Short term goal 5: by August 31, 2020, 50% of pediatric mental health patients in the
ED are cared for by nurses trained in psychiatric competencies as outlined in Logic
Model, Appendix C.

•

Intermediate goal 4: by January 2022, 70% of ED RNs were trained using the
American Psychiatric Nurses Association (APNA) “Transitions in Practice”
psychiatric certificate program.

•

Intermediate goal 5: by May 2022, 100% of nurses practicing in the local ED were
trained in psychiatric competencies.

•

Long term goal 4: by 2024, completion of the APNA psychiatric certificate program
is a prerequisite to working in the local ED.
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Long term goal 5: by January 2024, the local ED requires all RNs working in the ED
to meet psychiatric competencies.

Due to local budget constraints, all nurses were not trained in the psychiatric competencies using
the APNA coursework. The ED Director requested a pilot project to evaluate success in
education prior to training all nurses. A pre-education survey was completed on RNs
volunteering to receive additional training provided through the “Transitions in Practice”
program. The survey used to measure staff self-efficacy was the Mental Health Questionnaire
survey tool (Wand & Happell, 2001). After psychiatric-specific education, pilot study
participants will take care of pediatric psychiatric patients utilizing the competencies of the
education, including assessment, understanding/pathophysiology of common mental health
conditions, techniques for de-escalation, and strategies to reduce patient self-harm. In September
2020, after utilizing the new techniques for three months, nurses were re-surveyed using the
Mental Health Questionnaire to measure change in self-efficacy and self-evaluated competence
in caring for pediatric psychiatric patients. The Mental Health Questionnaire used to measure
pre- and post-education self-efficacy is located in Appendix E.
Outcomes associated with patient satisfaction include:
•

Short term goal 6: by August 31, 2020, 50% of pediatric mental health patients
completing the Patient Evaluation of Emotional Comfort Experienced (PEECE)
(Williams et al., 2017) tool noted positive emotions and developed a positive
perceived meaning for interventions provided during ED stay.

•

Intermediate goal 6: by August 31, 2022, 70% of pediatric mental health patients
completing the PEECE tool noted positive emotions and developed a positive
perceived meaning for interventions provided during ED stay.
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Long term goal 6: by January 2025, community stakeholders state the local ED is a
trusted provider of pediatric psychiatric care in the community as reported in the
hospital Community Health Needs Assessment.

ED nurses participating in the pilot evaluated the patient’s experience of their care by
administering a tool called the Patient Evaluation of Emotional Comfort Experienced (PEECE)
(Williams, et al., 2017). This validated tool uses 12 questions evaluated on a 5-point Likert scale
to assess the impact of registered nurse interventions, and to measure a patient’s perception of
their stay in the ED. It is useful to determine the quality of the patient experience, which is not
currently measured for psychiatric patients by the host facility. It is a measure of the quality of
staff interactions and will be used as a means of changing interventions to produce a positive
experience for the patient (Williams et al., 2017). An example of the tool, including instructions
for completion, a script for staff, and parental consent, is located in Appendix F.
Logic Model Narrative
The Logic Model (W. K. Kellogg Foundation, 1998) for the scholarly project presents a
series of outcomes expected to occur when resources generate activities changing the current
practice. It is intended for the model to be read in a linear fashion left-to-right and presents a line
of reasoning that assumes an outcome if all the steps preceding it are fulfilled, beginning with the
resources provided. Each section is connected by an “if…then” assumption (W. K. Kellogg
Foundation, 1998). The ED Pediatric Psychiatric Logic Model outlines the resources, activities
and expected outcomes from implementing best practice care in the ED. The model is separated
by the area of focus as outlined in the interventions: policy and procedure, environment of care,
and education of staff. Implementation of each activity produces an output leading to an
outcome achieved during the 4-month implementation of the scholarly project, up to a year after
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the project is completed, and the ultimate effect on the population of interest up to five years
after implementation period. The Logic Model for the scholarly project is located in Appendix
C.
Correlation of Interventions with Peplau’s Theory of Interpersonal Relations
Peplau described health care as an organization of teams who design solutions for health
problems involving both individuals and communities, and nursing is one of the many functions
in the health care process (Peplau, 1988). There is an assumption a patient accesses this process
to fulfill physical and psychological needs they are unable to meet on their own. In the current
state of the local ED this process does not function, and the ED is unable to meet the need of
pediatric psychiatric patients. The first intervention promotes more effective functioning of the
progression of care by enabling the ED to complete a psychiatric assessment as a determinant of
need rather than involuntarily holding the patient, then transferring to another hospital where the
need is met. Parents and law enforcement bring the patient to the ED because their assumption is
the ED personnel will know what to do. The first intervention makes this assumption true
through complete functioning of the team. In this way, the patient needs are met.
The theory describes a continuum in the nurse-patient relationship. At the outset, they
are strangers who do not know each other. This progresses to a phase where each is aware of
their individual preconception of the problem, and what role is played by each (Peplau, 1988). It
is at this point where the current medical model of care fails the patient. An intervention of
educating staff helps the RN understand their unique role in the care of the psychiatric patient,
first through application of the recovery model (Marynowski-Traczyk et al., 2017), then by
describing the role an ED RN plays in the psychiatric patient’s care. With this knowledge, the
nurse-patient relationship can proceed through the last three phases where a mutual
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understanding is articulated, and solutions are investigated until the nurse and patient mutually
solve the problem together (Peplau, 1988). Peplau noted this helps the patient mature in the
development of their personality.
A core element of Peplau’s theory is the nurse as a professional, with distinct knowledge
needed by the patient to attain health. Pediatric patients in psychiatric crisis are arriving
precisely because there is nowhere else to have the need met. Crucial to this unmet need is the
anxiety created in the patient when they do not receive empathy from the nurse who is supposed
to recognize the problem and intervene (Peplau, 1997). Interventions emphasizing the RN as a
competent source of information meet this core element, and more importantly the needs of the
pediatric psychiatric patient. The interventions presented in the scholarly project describe
increasing the ability of the local ED to care for pediatric patients in a competent manner,
establishing an interpersonal connection to help the patient develop insight and collaborate with
the nurse on health-attaining strategies.
Timeline
The project phases include planning, implementation, data collection and measurement,
and dissemination of results. Following is a brief description of key activities in each category.
A Gantt chart displays the timeline for the project, located in Appendix G.
Planning
In the planning stage, the identification of the room dedicated to the pediatric psychiatric
patient was designated by the ED Director in conjunction with the project manager.
Modifications by engineering as described in the intervention were completed at this time. The
use of the room began during the implementation of the project. Volunteer RNs were solicited

IMPROVING THE QUALITY OF CARE

33

during the planning phase and began training during implementation. Stakeholder meetings
were held during this period and continued weekly during implementation in order to share
project developments and determine parameter adjustments. Finally, the electronic medical
record was modified during the planning stages to include the new suicide screen.
Implementation
Implementation included a pre-training survey and training classes for the volunteer RNs,
use of the CSSRS suicide screen by all RNs, and implementing telepsychiatry to evaluate all
pediatric patients. The implementation phase began May 2020 and continued until August 31,
2020.
Measures
Data collection and analysis is an important part of the scholarly project as it describes
the impact of the changes implemented (Sylvia & Terhaar, 2018). Supporting the project with
data illustrates the merits, demonstrates the effects, and tells the story of the interventions
implemented during a project (Hickey& Brosnan, 2017). Outcomes for this project were
previously discussed in the Interventions section and can also be viewed in the Logic Model and
Outcomes Evaluation Table located in Appendices C and K, respectively. Short-term outcomes
are measured during the scholarly project. Measurements of quality in caring for patients in
mental health crisis were outlined in the Crisis Reliability Indicators study (Balfour et al., 2015).
Outcome 1 is an important indicator of how well the ED is responding to the needs of the patient
by providing specialized care in a timely manner (door-to-psychiatric evaluation within two
hours). This secondary data is developed from an existing report generated within the ED
metrics dashboard, displaying organizational goals. Outcome 2 addresses the issue of secondary
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trauma related to placement in a noisy environment (Manton, 2013). The outcome is measured
by noting where the patients were placed for treatment, developed from the ED patient tracker.
Outcome 3 reflects requirements listed by the Joint Commission as a National Patient Safety
Goal (The Joint Commission, 2018). Measures should be meaningful, feasible, and should be
adapted from goals set by national organizations such as the Joint Commission, National Quality
Forum, and others (Balfour et al., 2015). The Joint Commission requires a suicide screen on all
patients presenting with a behavioral health complaint, and this is measured by a Decision
Support report on the hospital quality dashboard. Universal screening for suicide, suggested as a
best practice but dependent on resource availability, is an intermediate goal arising from the
scholarly project. Outcome 4 measures the result of a pilot project giving additional education to
ED RNs in psychiatric competencies to increase their self-efficacy. Perception of staff
competency was measured using a tool named the Mental Health Questionnaire (Wand &
Happell, 2001). Permission was obtained from the creator for use of the tool (T. Wand, personal
communication, July 25, 2019). Pre- and post-education comparisons may suggest how the
education has informed the pilot study RNs self-report. The survey tool is in Appendix E.
Outcome 5 measures how many pediatric mental health patients are cared for by RNs with
psychiatric training, with a goal of 50%. The local facility was unable to accommodate training
of all nursing personnel because of budget constraints; it is probable some pediatric mental
health patients would not be cared for by pilot-study RNs. Data to assess this measure will be
gathered from the ED Dashboard, which currently reports mental health patients monthly. A
request was made to separate adult and pediatric patients, and review of the individual EMR will
isolate those caring for the pilot group.
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Finally, outcome 6 measures the impact of the care improvements from the patient’s
perspective. The literature suggests consumer and family-centered care, as measured in
consumer satisfaction, is an indicator of excellence in care (Balfour et al., 2015). The Patient
Evaluation of Emotional Comfort Experienced (PEECE) tool is used to measure the patient’s
response to the care received in the ED. This is a validated tool measuring the patient’s
perceived positive emotions toward treatment (Williams et al., 2017). The creator notes the tool
is a valid assessment of psychosocial interventions, and specifically mentions its applicability in
a mental health population. Permission was obtained from the creator for use of the tool in the
scholarly project (A. Williams, personal communication, November 25, 2019). The tool was
administered, with parental consent, to all pediatric psychiatric patients presenting to the ED. An
Example of the tool can be viewed in Appendix F.
Analysis
Data is analyzed through descriptive statistics and participant feedback. Outcome 1
includes implementing a process of telepsychiatry in the ED after medical clearance. The Crisis
Reliability Indicators Supporting Emergency Services (CRISES) has adapted one measure of
timeliness from the National Quality Forum to include median time in minutes from ED arrival
to psychiatric assessment (Balfour et al., 2015). The logic model for the project measured doorto-psychiatric evaluation, and a quantitative analysis of the data provides a description of the
average time of arrival to assessment. Similar data describes outcomes 2, 3, and 5 where data is
describing the number of patients treated in a purpose-built room, percentage of RNs completing
a suicide screen, and the number of patients treated using the new protocol. The results are
calculated as a percentage with the numerator (number of items meeting the outcome) divided by
the denominator (total number).
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Outcome 4 was analyzed in a mixed-data collection method utilizing both descriptive
statistics and participant feedback. The Mental Health Questionnaire (Wand & Happell, 2001)
was administered to ED RN pilot project participants. This 21-item survey has staff rate their
perceived efficacy in various aspects of mental health care on a 4-point Likert scale from “Not at
all true” to “Very true”. The response for each item will be averaged and reported pre- and posteducation for comparison. In addition to this questionnaire, staff were asked “How has the
education in psychiatric competencies improved your care of pediatric mental health patients?”,
and individual responses were recorded. The results of the survey questions were compared with
the questionnaire to validate the result (Reavy, 2016). There are four accepted criteria used to
evaluate the rigor of a study: credibility, dependability, confirmability, and transferability
(Lincoln & Guba, 1985). Credibility is the goal of the project manager because this increases
belief in the data and interpretation, whereas dependability is the concept that if another person
repeated the same measures, they would have a similar outcome. If the results are not
dependable, there can be no credibility (Reavy, 2016). Confirmability accounts for the
objectivity of participant responses and absence of project manager bias. Finally, if the findings
are described adequately, others could draw conclusions as to the usefulness of the findings
within the context of their facility.
Ethical Considerations
The scholarly project is a quality/performance improvement project to implement best
practice care for pediatric psychiatric patients in the ED. Practice gaps identified through the
process of inquiry must be addressed because there is an ethical obligation for healthcare to
increase patient safety and the quality of care through the implementation of best practice
(Dixon, 2017). The scholarly project proposed is subject to similar guidance to avoid the
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appearance of impropriety, and above all, protect those who participate. This includes
identifying biases, threats to quality, and conflicts of interest.
Ethical Considerations and Protection of Participants
The scholarly project implemented best practices in the care of pediatric psychiatric
patients. No identification information of patients was collected or placed on document to
protect private information. All pediatric psychiatric patients will receive the same screening for
suicidality, as is required by the Joint Commission. Parents and pediatric patients were informed
of the project and provided consent to administer the PEECE tool to their children, and names
were not recorded on the assessment to protect confidentiality. Volunteers were solicited among
the ED RN staff for additional education in psychiatric competencies. There are no inducements
to take the training, and the nurses covered their wages with educational leave benefits provided
for in the nursing union contract. A pre/post education survey was conducted with comparison
of results. The survey requested years of experience but no other identifying data. The surveys
remained within control of the project manager and were not available to other staff. This is to
keep others from finding out individual scores of nurses participating in the pilot. No other
compensation or incentive was provided, and participation was entirely voluntary.
Conflicts of Interest
The scholarly project took place in the local ED of a community hospital where the
project manager has been employed for 19 years. There was no inducement or money being paid
to the project manager by the hospital, aside from the normal salary, for completion of the
project. The project manager was involved in the hiring and/or training of many RNs in the ED
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but is not in a position to discipline or appraise the usual job performance of the volunteers. No
conflicts of interest have been identified.
Biases
There was a possibility of implicit bias based on prior intimate knowledge of the RNs
who volunteered to participate in the pilot study. Implicit bias happens when prior knowledge or
stereotypes affect our decisions in an unconscious way (Berghoef, 2019). The project manager
knows all the employees in the ED very well and has participated in many of their hiring
committees. A letter seeking volunteers was sent to all staff, and all volunteers had an
opportunity to participate in the pilot. No other biases were identified.
Threats to Quality
Two possible threats to quality include those foreseen and unplanned occurrences
(Zaccagnini & White, 2017). Foreseeable threats include loss of funding, lack of organizational
interest in the project, and/or staffing issues. In the scholarly project, planning is the best way to
address known or possible threats. For instance, the project was initially proposed to include
psychiatric education of all staff. The director did not have the budget for this level of staff
participation but did agree to a pilot study with fewer RNs. A potential threat that cannot be
prepared for is the number of pediatric patients presenting for psychiatric care during the
implementation. If there were not enough patients it would be difficult to measure the impact of
the project. Based on previous history this scenario was not likely though not impossible.
Creating alternatives to implementation steps helps decrease the threat to quality (Zaccagnini &
White, 2017).
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IRB Application and Project Determination
The project involves participants generally classified as vulnerable on two accounts: a
pediatric population and in mental health crisis. Projects involving patients who are open to
exploitation are typically given more scrutiny to protect their vulnerability from unscrupulous
researchers. The project was reviewed by the Institutional Review Board of Boise State
University prior to its implementation. An application for expedited/full review was submitted
for review, with approval of the Boise State University IRB received March 12, 2020 (Appendix
L).
Project Budget
The budget is a key component of a project which, although seemingly behind the scenes,
is nonetheless an important part in the evaluation of the success of a program (Issel, 2014).
When presented properly, it becomes a tool to communicate the financial status of the project to
financial personnel, stakeholders, and in the future to agencies extending grants for other
projects. The Scholarly Project is similarly described in financial terms by the costs and
revenues associated with the practice change. An accurate estimate of the project expenses
allows for the organization to determine costs, establish a baseline for control of expenses, and
establish parameters for funds allocation (Reavy, 2016). The budget calculated over time can
contribute to the stakeholder decision to continue a pilot study; knowing costs contributes to the
sustainability of a project. The following sections present the expense report, 2/3-year budget,
and statement of operations for the Scholarly Project.
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Expense Report
There are 5 categories making up the expense report, the greatest being wages related to
the training of staff. All ED RN staff were trained in administration of the new suicide screen to
be administered in the ED. The total expense associated with wages paid to staff during training
represents 54% of the expense associated with the project. Personnel presenting the training are
included in this expense, including the Clinical Education Specialist and the project manager.
The expense report allows for the preparation of classroom presentations in addition to actual
time spent training. Finally, there is a small expense associated with engineering removing
potential ligature points from patient areas.
The program of study for the pilot group is the third largest expense incurred through
purchase of a time-limited license for psychiatric-specific content. Class space is fourth,
provided for in the hospital education center. Marketing and preparation of educational packets
form the final, and least costly, expense. The breakdown of expenses is located in Appendix H.
Total expenses for the scholarly project are estimated at $35,175.
2-3 Year Budget
The subsequent years reflect an increase in the budget because all ED RN staff will be
trained in psychiatric competencies rather than the limited number in a pilot group. The research
suggests all nurses in the ED should receive training in psychiatric competencies in order to
better care for the population (Mello, Bell, Siegel, & Ward, 2016). Scaling-up in education of
staff will take place for two years after the scholarly project to train the remainder of staff.
Training the 70 remaining nurses for 20 hours represents an extraordinary undertaking, and
allowance is made to train half the remaining staff in fiscal year 2021 and the last half in fiscal
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year 2022. The increase in wage expense for all personnel reflects a 3.1% increase each year,
conforming to the current RN union contract in place. One-time expenses include engineering
wages to modify a dedicated room and the purchase of telehealth computers. Marketing
expenses increase reflecting the increase in the number of patients using the local hospital
emergency department. A complete breakdown of the 2–3-year budget is included in Appendix
I.
Statement of Operations
The statement of operations provides a balance sheet of expenses incurred and revenues
received over a specific period (Sarah Ahten, personal communication, 2019). The complete
statement of operations can be viewed in Appendix J. While the scholarly project did not
produce revenue, it is necessary to balance expenses and revenue. The revenue supporting the
project is comprised of in-kind donations. They are services provided to the program free of
charge that nonetheless represent an expense because the program would have to pay for them if
not available (Issel, 2014). Most in-kind donations are provided by the host organizations in the
form of class space, wages to employees, and material. The hospital did not have the budget to
provide education for each ED RN, although the volunteer RNs in the pilot study were able to
utilize annual educational leave to pay for training. The volunteer participants in the study
agreed to use educational leave to cover the cost of wages, an in-kind donation.
The estimated expenses may change in the future when the education is more widely
operationalized, and a final accounting will be made after the implementation phase with
revision of the expense sheets and statement of operations. In order to sustain the project
consideration should be given to minimizing cost, including identifying ways to provide the
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same education content at a lower cost (Issel, 2014). Analyzing strategies to reduce expenses
associated with a broader implementation will facilitate sustaining the program in the future.
Results
The interventions implemented during the pilot study were intended to produce 6 shortterm outcomes, outlined in logic model. This section will discuss the results of each outcome,
with an analysis following.
Process Measures
•

Short term goal 1: by August 31, 2020, 50% of pediatric psychiatric patients will
have an evaluation by a psychiatrist within two hours of arrival.

This goal was not met. The average time from door-to-evaluation by a psychiatric provider was
three hours and ten minutes; the median time was two hours thirty-seven minutes. Prior to the
pilot study telehealth was not used. In order to provide comparison, the time to evaluation for an
involuntary hold during the same period one year prior was essentially the same (3:20).
•

Short term goal 2: by August 31, 2020, 50% of pediatric patients presenting with
mental health complaints were treated in a designated room modified for patient
safety.

This goal was not met. The host facility was unable to dedicate a room for exclusive use by
pediatric mental health patients.
•

Short term goal 3: by August 31, 2020, staff compliance with completion of a
suicide screen on patients with a psychiatric complaint was 80% as measured by a
monthly Decision Support report.
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The goal was met. There were 43 pediatric mental health patients seen during the pilot study
period, and 41 had completion of a suicide screen for a 93% compliance rate.
•

Short term goal 4: by August 31, 2020, 6 of the 10 ED RNs receiving education
specific to caring for pediatric psychiatric patients report increased self-efficacy
and competence as measured by a post-education survey using the Mental Health
Questionnaire survey tool.

This goal was met. There were 4 RNs participating in the pilot study who completed the entire
implementation timeframe. Of these four, 100% reported increased self-efficacy in caring for
psychiatric patients.
•

Short term goal 5: by August 31, 2020, 50% of pediatric mental health patients in
the ED are cared for by nurses trained in psychiatric competencies as outlined in
Appendix C, Logic Model.

This goal was met. Sixty-five percent of the patients in the study (n=43) were cared for, during
at least part of their visit, by nurses participating in the pilot study.
•

Short term goal 6: by August 31, 2020, 50% of pediatric mental health patients
completing the Patient Evaluation of Emotional Experienced (PEECE) tool noted
positive emotions and developed a positive perceived meaning for interventions
during their ED stay.

This goal had mixed results. The PEECE survey was administered at the end of the patient’s
stay just prior to discharge or transfer. Thirty percent of the patients (n=43) treated during the
pilot study completed the survey after written consent from their parents. Patients split on the
two measures the survey evaluates, with neutral feelings when reflecting on how positive they
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are feeling toward the ED stay. On the other hand, the patients perceived meaning of their stay
was reported more favorably.
Outcomes Analysis
Nurses were recruited by the project manager via a recruitment letter sent to staff in May
2020 (Appendix M). There were initially 14 RN volunteers for the pilot study but due to lay-offs
at the host facility related to the current Covid-19 pandemic, a total of 8 participated in the initial
education of the pilot study. On June 17 and 18, 2020, the volunteers were surveyed on selfreported efficacy using the Mental Health Questionnaire (Wand & Happell, 2001). The results
of the pre-education survey showed most staff felt their care was respectful, but they reported
issues with comfort in triaging psychiatric patients compared with medical patients. Staff also
struggled with understanding why patients harm themselves and helping to arrange follow-up
care for patients with community providers. A second survey was conducted in September after
staff had applied the practice changes. At this time, only 4 of the original participants remained
in the pilot project. One RN was on medical leave; 3 others did not feel they had taken care of
enough patients using the new model and did not respond to requests to complete the posteducation questionnaire. Comparison of the lowest scoring items pre- and post-education
indicate staff had increased their self-efficacy after training. The pre- and post-education scores
are located in Appendices N-Q. Figure 1 compares the pre- and post-education results for the
lowest scoring items. Figure 2 breaks the 21 questions of the Mental Health Questionnaire down
to thematic elements, including assessing, communication, referral, and suicide. Pre- and posteducation responses demonstrated increases in all categories. In all questions but one, “Skill in
assessing psychotic symptoms”, there was an increase in self-efficacy.
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Door-to-evaluation is an important measure of quality crisis psychiatric care (Balfour et
al., 2015). The average time for pilot project patients to be evaluated by a qualified psychiatric
provider was 3 hours 10 minutes (Appendix R). Prior to the pilot study patients were only
evaluated to legally determine whether they could be held involuntarily with an average time of
3 hours 20 minutes. While this is largely unchanged during the pilot study, there is a key
distinction between the two practices because evaluation for an involuntary hold is not
considered a medical assessment but rather a legal assessment for the purpose of forcing
psychiatric evaluation. Treating a patient utilizing the least restrictive intervention is a
fundamental measure of quality, and this is upheld by providing a telepsychiatric assessment. In
Appendix S, Figure 4 depicts patient dispositions (Home vs. Inpatient admission) comparing
dispositions from 2019 to the scholarly project time period.
The PEECE survey is a direct measure of how the interpersonal relationship established
by the RN affected the patient’s perception of care. The survey asks the patient twelve questions
and is considered to assess two elements: the positivity of emotions the patient has toward their
time in the emergency department and the meaning they attach to the care received. Thirteen
patients completed the survey with mixed results. For the first element – ‘positive emotions’,
patients reported they felt relaxed but responded negatively when asked about their level of
energy and if they felt like smiling. The second element – ‘perceived meaning of the
experience”, scored better. Patients reported feeling safe, valued, and were generally thankful.
Two negative scores were noted in the section “I feel informed” and “I feel cared for”. These are
important because it is the RN who spends the most time with the patient and can impact these
emotions through the establishment of an interpersonal connection with the patient. Figures 5
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and 6 in Appendix T present the respondents answers to the questions forming the two elements
of the PEECE survey.
Contextual Elements Interacting with Interventions
There were significant contextual elements at the host facility affecting the project. The
implementation of the project began with a letter seeking 10 RN volunteers to participate in the
scholarly project. While there were 14 volunteers initially, the project was affected by lay-offs at
the host facility due to the Covid-19 pandemic. In the initial community closures caused by the
pandemic, the ED saw fewer patients daily although the number of psychiatric patients remained
relatively unchanged. The average daily census for both adult and pediatric mental health visits
pre-pandemic was 9.6 per day; this number did not drop substantially during the project period.
There was a significant decrease in the pediatric population for all ED complaints. For
comparison, in February 2020 the ED treated 1,200 children. In April 2020, after social
distancing was fully implemented in the local community, this number decreased to 200.
The telepsychiatry provider promised a 60-minute call-back time and the average wait
time for a call was 1 hour 45 minutes. There were several instances when the return call was in
excess of 6 hours, leading to frustration for the ED MDs. A few felt their judgment was being
questioned despite the incorrectness of the historical process. Two weeks after implementation
there was concern related to the ongoing support for the process change and a possibility
telehealth would be rescinded. The project manager, ED director, Medical Director of
Emergency Medicine, and Chief Medical Officer, agreed to pause telepsychiatry for adult
patients while continuing the process for all pediatric psychiatric patients. ED RNs were also
negatively influenced by the physician reluctance regarding the new process. As the project
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continued beyond August 31st call-back times have become more consistent and within the onehour time promised.
Although there was relatively little decrease in the number of psychiatric patients, a
dedicated room for pediatric psychiatric patients was not implemented because of Covid-19. It
was necessary to dedicate rooms in the ED to isolate suspected and positive Covid-19 patients,
and this necessitated giving up the room designated to be used for the scholarly project. The lack
of a dedicated space resulted in patients remaining in the hallway. Nurses participating in the
pilot study were uncomfortable implementing the brief interventions they learned during training
because of the chaotic environment and lack of privacy.
Unintended Consequences
In Los Angeles County, hospitals must be certified to care for pediatric patients as
“Emergency Department Approved for Pediatrics” (EDAP). The quadrennial Los Angeles
County emergency medical services survey began concurrent with the implementation of the
pilot study. The pediatric liaison nurse (PdLN) responsible for the organization of pediatric care
presented the pilot study as a hospital improvement project leading to interest in the project
among local pediatric physicians. A request was made for the project manager to adapt the
project for use in a pediatric primary care center. Another unexpected benefit of the project was
the opportunity to apply for a suicide prevention grant offered by the Substance Abuse Mental
Health Services Administration (SAMSHA). The $800,000 grant was for staff training to deal
with the expected increase in self-harm, suicidal ideation, and domestic violence created by job
loss, economic downturn, and the social isolation caused by the Covid-19 pandemic. The grant
application was prepared by the project manager, safety manager, social services manager,
disaster planner, and the director of behavioral health. A grant would have allowed for
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implementation of training for all staff in the ED, social services, behavioral health unit
personnel, as well as community outreach on suicide prevention. While the grant was not
awarded, the host facility is continuing to pursue grant opportunities with a goal of universal
screening, increased social services, and training of staff. Finally, the patient evaluation of
emotional comfort experience survey has generated curiosity from other departments. The
manager of social services and director of patient experience expressed interest in using the tool
to evaluate the patient experience of care.
Not all unintended consequences were positive. One negative outcome was the
unanticipated level of resistance to telepsychiatry by the ED MDs. The pace of the ED and the
medical model of care create an environment where the MD has limited time with each patient.
Psychiatric patients historically did not require much involvement on the part of the ED
physician because they simply ordered an involuntary commitment examination and allowed this
evaluator, who makes a legal and not a medical judgment, to decide the outcome of the patient.
It is generally accepted there is gap between the discovery of a best practice and wide adoption
in health care (Balas & Boren, 2000). Making a change in the emergency department
environment is complex and requires not only thinking about the outcome of the practice change,
but the impact of the implementation strategy (Bauer, Damschroder, Hagedorn, Smith &
Kilbourne, 2015). The current process is so ingrained in the context of the project site, despite
its incorrect use, and more than one implementation strategy should have been considered given
the significant change in culture.
Missing Data
One aim of the scholarly project was to establish an area of the ED where the pediatric
mental health patient could wait safely, privately, and away from the noise of the main ED area.
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This change could not be accommodated by the host facility because of the current Covid-19
crisis. Space was necessary to separate suspected Covid-19 patients who are in the ED for nonCovid-19 related issues. Data for the short-term goal associated with this outcome is not
available. Evaluation of staff self-efficacy in caring for mental health patients pre- and posteducation was affected by the loss of one-half of the nurses who participated in the initial
training. Two nurses who dropped out of the pilot did not feel they had taken care of enough
psychiatric patients to fairly evaluate a change in their practice. Two ED RNs never responded
to several requests to complete the post-education questionnaire.
Summary
Caring for psychiatric patients in the emergency department is difficult and the process
for giving them expedited care has never been perfect. Often the quickest way to arrive at a
disposition is to have the patient evaluated to be placed on an involuntary hold then transferred to
another facility where they would be evaluated by a psychiatrist. This project has upheld the
important principle of using the least restrictive measure by providing psychiatric evaluation
before transfer. In addition, by providing the registered nurse in the ED with education specific
to 4% of the patient population, better care is given to the patient. Although there was not a
dedicated room during the pilot study, one has now been provided for the psychiatric population
in the ED. This modification should assist in providing safer and more patient-centered care in
the future.
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Interpretation
Each of the 4 ED RN participants who remained during the entire pilot project period
reported an increase in self-efficacy in caring for the pediatric mental health population. The
data suggest there is a benefit to increasing the knowledge of ED RNs caring for mental health
patients. Although there was a negligible decrease in the door-to-evaluation time using
telepsychiatry over an involuntary hold evaluation, the patients benefitted from timely
psychiatric evaluation. The alternative, as has been used in the past, is to detain the patient
involuntarily and then transfer to another facility with pediatric inpatient psychiatry availability.
While many were transferred nonetheless, this was after a qualified psychiatric provider
assessment and not in order to have the assessment.
Comparison of Results with Previous Findings
The literature supports a continuing knowledge deficit for most ED RNs in the area of
mental health care (Plant & White, 2013; Wolf et al., 2015). This was also the finding in the preeducation survey of volunteers in the scholarly project, especially in the areas of triage of
psychiatric patients, understanding suicidal patients, and utilizing outside resources. The staff
reported increased in comfort with triage and in understanding suicidal patients but use of
outside resources continued to be identified as a shortcoming. Staff were largely compliant with
suicide screening, as suggested in the literature (Ballard et al., 2017). This study performed
suicide screening on all patients; the scholarly project only screened those with a reported
psychiatric complaint as required by the Joint Commission (The Joint Commission, 2018). One
unanticipated finding was the high number of patients who required inpatient admission. The
literature suggests 50-75% of patients presenting in mental health crisis to the ED could be
managed with assessment, medications, and counseling centered on the crisis (Zeller, Calma, &
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Stone, 2014). Only 34% of the patients evaluated by psychiatry were discharged home; the
remainder were transferred to inpatient psychiatric facilities on voluntary and involuntary bases.
Finally, the PEECE examination is intended as a measure of how the patient perceives the
quality and impact of the interpersonal relationship established by the RN caring for them. The
results from the pilot study showed pediatric psychiatric patients felt generally positive emotions
toward their stay, but there were gaps in the development of interpersonal relationships related to
feeling informed and cared for.
Impact of Project on People and Systems
The severity of the impact on staff, especially physicians, was unanticipated at the
beginning of the project. Staff perceived the call-back time of the telepsychiatrist was
inordinately long, so much so there was talk of abandoning the process entirely. There were
several instances of call-back greater than 3 hours, however the call-back average of 3 hours 10
minutes was essentially the same as compared with call-back times when a legal evaluation was
requested. Perhaps because this was a new process it was under more scrutiny; anything less
than the promised one-hour return call time was more noticeable.
Parents who completed a three-question survey added as part of the PEECE survey were
also impacted by the project. The literature supports parents are typically unhappy with the
mental health care their child receives in the emergency department, very often because they are
unfamiliar with the limitations of the ED (Gerson & Havens, 2015). This is known anecdotally
by ED staff, who often receive complaints from the parents notable when many hours are spent
waiting for transfer to pediatric psychiatric inpatient facility. The three-question addition to the
PEECE survey allowed for an opportunity to capture parental impression. For the most part,
parents felt they were informed of the patient’s care and understood the plan of care. The
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children completing the PEECE survey also gave important insight into how they experienced
their care. What is unknown is if the survey would have been answered differently if there was a
dedicated area while awaiting evaluation or transfer.
Reasons for Differences Between Observed and Anticipated Outcomes
It is unclear how much the current Covid-19 pandemic affected the outcomes. First, a
safe area was not dedicated to the project because of the need to isolate and cohort patients with
suspected or confirmed Covid-19 infection. Review of the medical records revealed many
pediatric patients with a mental health complaint had pre-existing mental illness and were
possibly decompensating due to the lack of in-person school, unstructured time, and lack of
social support. This may account for the larger than expected number of patients who were
transferred to inpatient facilities. Typically, a portion of patients brought in by law enforcement
come from school after making a comment or suicidal threat. It is these patients who can often
be managed with brief crisis intervention and then discharged home. Since the pandemic has
closed in-person schooling, these children did not arrive in the ED.
Costs and Strategic Trade-Offs
The cost for 20-hours of education for 80 RNs could hinder a broader effort to educate all
staff. RN volunteers felt the education was beneficial but questioned the need for the 15-hour
APNA “Transitions in Practice” program. It was suggested the material could be condensed to
the Recovery Model, assessment of suicide, brief interventions (Safety Planning, CALM
training), and training on pharmacology. Condensing the training would decrease the cost and
increase the chance of incorporation into the competencies of all the ED RNs.
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Policy Implications
Three policy opportunities are identified from the scholarly project; two organization
policies and one associated with the county Emergency Medical Services policy under which an
emergency department approved for pediatrics (EDAP) operates. First, the EMS agency for Los
Angeles county maintains a list of pre-approved pediatric topics included as part of pediatric
competencies for an EDAP facility (Emergency Department Approved for Pediatrics Standards,
January 2020). The list does not contain pre-approved education in caring for the child with
mental health problems. While hospitals are not prohibited from introducing pediatric
psychiatric training, there may be an innate bias on organizations to choose topics marked as preapproved by the licensing agency. In addition, there is a requirement of 14 hours of approved
education every 4 years for all ED staff of an EDAP. In light of the increasing number of
children in mental health crisis utilizing the ED, lack of resources for pre-crisis care, and the
current pandemic, a certain portion of these hours should require training in pediatric psychiatric
care. Organizational policy should also address the education of ED staff, requiring training
during the onboarding process and then once a year to update changes in practice. Finally, the
ED has a standard of care policy for pediatric patients as required by EDAP standards. In fact,
these standards include a list of 29 pre-approved topics for facilities to consider when training
staff on pediatric care (Los Angeles County EMS Reference 316, 2020). While the list is
extensive, mental health care in the ED is not listed as a pre-approved topic. The pediatric
liaison nurse at the local hospital has agreed to advocate a change in county policy to include
care of pediatric mental health on the pre-approved list.
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Limitations

This project has several limitations. The number of nurses who participated as volunteers
was small, and there is the possibility the results of the pre- and post-education survey were
influenced by familiarity with the project manager, creating a bias known as the Hawthorne
effect, where participants act a certain way because they know they are being observed. In
addition, there may be a bias in the adolescent completion of the PEECE survey, although there
were many comments added by the participants suggesting their answers were considered
thoughtfully. In order to minimize bias in answering the PEECE survey, nurses were instructed
not to stand next to the child while completing and they explained to the child honest answers
would help improve care for the future. Staff bias was dealt with similarly, instructing
volunteers to answer honestly and without a preconceived outcome in mind. A major outcome
of the project was intended to measure the effect of placing mental health patients in an area
away from the chaos of the ED; this did not occur during the project and is noted as a key
limitation of the project.
In retrospect there should have been better preparation of the registered nurses and
physicians by training them on why the pre-existing process was deficient; many did not
understand the difference between the legal evaluation for a hold and a psychiatric assessment by
a qualified provider. This created an impression that a superfluous step was being added to the
process. There was also an impression that physicians were being told how to practice and more
attention to this before implementation may have allayed this fear.
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Conclusions
There is a crisis in emergency care caused by an influx of pediatric patients in psychiatric
crisis because of the lack of pre- and crisis mental health care. The ED remains as the last outlet
of care, though most parents are unaware of the limitations (Gerson & Havens, 2015). The
historical pathway is to have the patient evaluated for a legal hold; this is not a least restrictive
measure, however. There are only two choices in this instance, to be held involuntarily and
transferred to speak with a psychiatrist or sent home with follow-up resources. The scholarly
project process change replaces this binary choice with what the patient needs, a psychiatric
evaluation. The patient may require an inpatient admission; the scholarly project demonstrated
at the host facility this occurred more often than not. Parents bring their children in mental
health crisis, not to be evaluated for involuntary detention, but to understand what is troubling
them.
Further, since pediatric patients in mental health crisis are accessing the ED more often,
there is an imperative to understand the differences between a medical patient and one in mental
health crisis. They are not the same. The inadequacy of mental health education in nursing
schools and in the ED are already well documented; the scholarly project shows nurses can
increase their own perceived efficacy in providing care through additional education and
training.
Sustainability
Quality improvement projects are often implemented but can be difficult to sustain over
time (Doyle et al., 2013). Issues with sustainability often create variability in application of
interventions, necessarily impacting outcomes. The National Health Service in the United
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Kingdom has created a validated tool, the Sustainability Model, that assesses the sustainability of
a project by scoring process, staff, and organizational factors. Each item is given a weighted
score and the final tally suggests the sustainability of the quality improvement. More important,
the user can pinpoint specific areas of the implementation for change to increase sustainability
(National Health Service Improvement, 2018). The scholarly project was evaluated using the
Sustainability Model and scored a 48.8, suggesting sustainability with minor changes. A score
greater than 55 implies a high likelihood of sustaining a change, while a score less than 35
indicates success is less likely. The completed sustainability model for the scholarly project is
included in Table 1 in Appendix U.
The project has continued beyond the August 31st implementation end date, and all
pediatric patients in mental health crisis are evaluated using telepsychiatry. The ED leadership
has also begun placing psychiatric patients in a dedicated area made ligature resistant. This has
proven to be a staff satisfier with MDs and RNs noting it is quieter in the main ED area, without
security guards standing by gurneys, and fewer instances of patients acting out. In addition,
patients are noted by staff to sleep at night and there are fewer instances of disruptive behavior
and incidents of restraint use. This will help maintain the sustainability of the project.
Although the outcomes of the quality improvement project are not generalizable,
facilities similar to the host hospital may find specific interventions easily applied within the
context of their own organization. Telepsychiatry is useful in hospitals without the availability
of psychiatry and applying this intervention may increase patient satisfaction. There is also a
professional imperative to increase the ability of ED RNs to care for this patient population and
although the number of participants in the pilot study were small, there is no shortage of
literature detailing the need to increase ED staff training in mental health.
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Implications for Practice and Further Study
It is important to assess the impact of moving to a dedicated area for mental health
patients. Now that the host facility has provided this resource, the PEECE survey can be given
to patients to measure the impact on care. Increasing the number of RNs who receive targeted
education in psychiatric competencies would presumably result in better care; pre- and posteducation survey of a larger number would yield a clearer view of its value. Once schools are
open and communities are back to pre-Covid levels of activity it would be interesting to note if
the use of telepsychiatry results in fewer children being transferred for inpatient care.
Next Steps and Dissemination
Continued work is necessary to formalize the education process for all ED staff,
providing essential information to aid all ED RNs caring for the pediatric mental health
population with compassion and a modicum of expertise. Now that an area has been dedicated
for use as a treatment area, further attention should be paid to removing all ligature risks and
making the area more comfortable for patients. Expert opinion suggests crafting a more “home”
feel, with recliners, softer lighting, and the ability to move around help create an atmosphere
more conducive to the recovery process (Zeller et al., 2014). An interdisciplinary committee has
been created in the host facility to explore better throughput for this population and increase
resources after discharge from the ED.
The scholarly project began as ED leadership and staff noticed an increasing problem
with the lack of care given to mental health patients in the ED. A formal proposal was made to
senior leadership, ED leadership, and the ED Medical director to create a new model of care for
psychiatric patients in the ED utilizing existing staff, a product of the scholarly project and a
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need for better care. A business proposal submitted to the host facility for a Mental Health
Liaison Nurse is located in Appendix V. It is hoped the modest successes of the project will
encourage further development of a formal policy and process outlining a best practice standard
of care.
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recovery model
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recovery
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recovery is a
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A nursing team’s approach Kondo, E.H.,
to users of a mental health Vilella, J.C.,
emergency room
Borba, L.O.,
Paes, M.R.,
Maftum,
M.A.
(2011)

Learn what the ED
nursing team feels
about mental health
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and
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research study
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interviews of ED
staff nurses and
technicians
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patients
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3. Physical
containment of
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4. Difficulties in
practice
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perceive
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emergency
2. There was
difficulty in
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approach to
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preparation
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angry, guilty,
and insecure.
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dissatisfaction
with the way
other nurses
cared for
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mental health patients
presenting to their
emergency department
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concerns of nursing
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in the ED
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Qualitative
study
involving
semistructured
interviews
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Focus group of
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West Australian
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staff
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communication
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overuse of
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inflammatory
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psychiatric
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increased
violence
3. Staff feel
they do not
have enough
education from
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mental health
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assessment
knowledge.
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concerned
about the
inadequate
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treatment of
mental health
patients.
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Environment of Care
Tips for providing
structure for pediatric
behavioral health patients

Continuity of care in
suicide prevention: the
role of emergency
departments

ENA
(2016)

Suicide
Prevention
Resource
Center
(2013)

Infographic to
promote
conversation
between ED RN
and the ED team to
provide a daily
routine for pediatric
behavioral health
patients

Informational
infographic

Caring for suicidal
patients in the ED

Expert
Opinion

Level V

Level V

N/A

N/A

Emergency
Nursing
professional
organization
providing a
routine practice
model for
pediatric
patients
holding in the
ED.

N/A

N/A

Necessity for
specific
protocols, safe
place for
treatment,
education for
staff and safety
planning for
discharge.
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care for people with
suicide risk: Making
health care suicide safe

National
Action
Alliance for
Suicide
Prevention

76

Caring for suicidal
patients in the ED

Clinical
practice
guidelines

Level IV

N/A

N/A

Addressing
gaps in the ED
environment,
brief
interventions,
and caring
contacts after
discharge

What is the
effectiveness of the
Counseling on
Access to Lethal
Means (CALM)
suicide prevention
program for mental
health providers?

Pre/post and
3-month
follow-up
design with
surveys
completed by
professionals
participating
in training

Level II

399 individuals
who completed
the pre and posttests, 73
participated in the
follow-up survey.
All were
participants in the
CALM training

Pre/post education
survey and followup survey

The
participants felt
more
comfortable
and
knowledgeable
talking about
restricting
means of
suicide with
clients; there
was a decrease
in confidence
at the 3-month
follow up
which
suggested
booster
sessions may
be necessary

(2018)

Topic:
Identification of at-risk
youth
Counseling on access to
lethal means (CALM): An
evaluation of a suicide
prevention means
restriction training
program for mental health
providers

Sale, E.,
Hendricks,
M., Weil, V.,
Miller, C.,
Perkins, S.,
McCudden, S.
(2017)
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Identification of at-risk
youth by suicide screening
in a pediatric emergency
department

Ballard, E.D.,
Cwik, M.,
Van Eck, K.,
Goldstein, M.,
Alfes, C.,
Wilson, M.E.,
Virden, J.M.,
Horowitz,
L.M., Wilcox,
H.C.
(2016)

Examine nurse
compliance with
administration of a
suicide screening
tool; describe
relationship
between screening
results and primary
complaint; identify
value of the ASQ in
identifying children
and adolescents
who may not have
had suicidality
detected

77
Retrospective
cohort study
of a
consecutive
case series of
patients

Level III

768 patients who
entered the
emergency
department were
screened between
the ages of 8 and
18.

The ASQ was
incorporated in the
electronic medical
record; nurses were
trained during brief
in-service training.
Retrospective chart
review was
completed

The ASQ is
easily
incorporated
into the
standard of
care and has a
high rate of
compliance
(79%) with
completion.
The tool
demonstrated
many more
youth have
suicidal
thoughts even
if suicide is not
part of the
presenting
complaint, so it
is a valid
screen and has
potential as
part of an
overall suicide
prevention
strategy.
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emergencies

78

Normandin,
P.A. (2016)

Importance of ageappropriate care,
proper assessment
and therapeutic
communication are
discussed

Expert
opinion

Level V

N/A

N/A

Appropriate
environment
for pediatric
mental health
patient, ageappropriate
therapeutic
communication
and proper
assessment
including
suicide
screening with
ASQ are
discussed.

Hughes, J.L.,
Asarnow, J.R.
(2013)

What is the effect
of a brief, focused
treatment in the ED
to improve the
probability of
follow-up for
suicidal youth

Randomized
controlled trial

Level I

89 youths and
families
randomized to the
FISP intervention

Feasibility of a
short intervention
in the ED;
increasing followup post discharge
from the ED and
increasing efficacy
of the ED staff

There was 92%
compliance
with follow-up
care; positive
association
between lethal
means
reduction
education to
parents and
acting to
reduce.

Topic:
Crisis Care Stabilization
Enhanced mental health
interventions in the
emergency department:
Suicide and suicide
attempt prevention
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Evaluating crisis
intervention services for
youth within an
emergency department: A
view from within

Dion, J.,
Kennedy, A.,
Cloutier, P.,
Gray, C.
(2010)

The main objective
is to determine ED
staff’s competency
to refer patients to a
crisis intervention
worker, satisfaction
with crisis
intervention
usefulness and need
for increasing
coverage, impact
on staff workload,
ED staff’s training
needs

79
Qualitative
study after the
completion of
a quality
improvement
initiative

Level III

87 emergency
department staff
including nurses,
physicians, and
residents

ED staff impression
on the impact of a
crisis intervention
service for youth;
ED staff impression
of training needs

The study
reported
satisfaction
with a crisis
intervention
worker in the
ED because of
skill at
assessing
patients,
awareness of
community
resources and
reducing
workload of
ED MD’s and
RN’s.

Staff felt the
need to have
additional
training to
identify
suicidal
patients and
mental health
issues in
general.
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Pediatric telemedicine use
in the United States
emergency departments

Brova, M.,
Boggs, K.M.,
Zachrison,
K.S., Fried,
R.D.,
Sullivan,
A.F.,
Espinola,
J.A.,
…Camargo,
Jr, C.A.
(2018)

What is the
prevalence,
characteristics, and
applications of
pediatric
telemedicine

Nationwide
survey

Usefulness of
videoconferencing in
psychiatric emergencies –
a qualitative study

Bolle, S.R.,
Trondsen,
M.V.,
Stensland,
G.O., Tjora,
A. (2018)

What is the
usefulness of
videoconferencing
consultations in
psychiatric
emergencies?

Qualitative
Study

Level III

Survey of 5375
hospital
emergency

Percentage of
hospitals using
telemedicine in
ED’s and
impression of its
usefulness

Only 8% of
ED’s used
telemedicine in
ED care in
2016. 1/3
reported no
problems with
its use and only
did so
infrequently.
Technological
concerns and
education staff
and providers
on the use of
telemedicine
remain
challenges.

24 participants
including 5
psychiatrists and
19 nurses

Staff impressions
on the use of
videoconferencing

Staff found the
service useful
in challenging
psychiatric
emergencies. It
was useful
when there was
a need to
clarify the
severity of
patient
condition, to
help build an
alliance with
the patient and
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if there was
disagreement
between health
personnel or
with the
patient. It was
useful as a tool
to build
decentralized
psychiatric
services

Behavioral health
collaborative in the
emergency department

Hyer, T.
(2017)

Hospital report on
an ED
collaboration with
the mental health
community to
reduce psychiatric
admission

Quality
improvement
project

Level V

N/A

Door to discharge
and door to
admission to
psychiatric facility
was decreased;
54.5% of patients
did not need
admission, and
were provided with
medication, follow
up referrals and had
a full interview by
a mental health
provider

Increasing ED
knowledge of
and
collaboration
with
community
resources, early
intervention of
mental health
personnel and
tele-psychiatry
helped
decrease
unnecessary
admissions and
wait times
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Nurse/Patient Dynamic in Peplau’s Theory of Interpersonal Relations
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Appendix C
Logic Model

Improving the Quality of Care for Pediatric Psychiatric Patients in the Emergency Department
Resources/Inputs

Activities

Outputs

Outcomes:
Short Term

Outcomes: Intermediate

1. By August 31,
2020, 50% of
pediatric mental
health patients
will have an
evaluation by a
qualified
behavioral
health
professional
within two hours
of arrival in the
ED as measured
on the ED
Dashboard

1. By August 31, 2021, 100% of
pediatric mental health patients will
have an evaluation by a qualified
behavioral health professional
within two hours of arrival in the ED
as measured on the ED dashboard.

Policy and Procedure
Medical Staff
Office
4 Telehealth
computers
Behavioral health
unit
ED Director and
Manager
ED Clinical Nurse
Navigator

* Credential 7
new behavioral
health providers
to provide
telepsychiatry in
the ED
* Collaboration
with other units
on new
throughput
process so
psychiatric
patients are
evaluated by a
psychiatric
provider prior to
admission as an
inpatient.
* Approval of
new throughput
process

* Patient
throughput is
changed so the
patient is
evaluated by a
psychiatric
provider after
medical clearance
to determine the
need for inpatient
admission
* 7 new
psychiatric
providers begin
seeing patients in
the ED utilizing
Telehealth

* All ED MDs
*Psychiatric RN
in the ED
* 10 ED RNs
participating in a
pilot project to
implement the
new throughput
process
*Pediatric mental
health patients
and their families
presenting to the
ED
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* Write new
throughput
process and place
in Policy Tech
policy
management
Environment of Care
ED Director and
Manager
One treatment
room in the ED
(Beds 23-25)
3-hours
Engineering time
1 Engineer

* Approval by the
ED Director to
use one room
designated for all
pediatric mental
health patients.
* Engineering
removes oxygen
hook-ups, bedside
computers, sharps
containers,
ligature points
and movable
items from the
room identified
by ED
management.

An ED room was
prepared using the
Joint Commission
and Center for
Medicare and
Medicaid
standards for ED
rooms to be used
for pediatric
mental health
patients and their
families while
waiting for
evaluation and
disposition

10 ED RNs

Pediatric mental
health patients
presenting to the
ED and their
families

2. By August 31,
2020, 50% of
pediatric mental
health patients
were treated in a
room designated
for this purpose
as measured by
an ED Diveport
report. (PO)

2. By August 31, 2022, 100% of
psychiatric patients (adult and
pediatric) are treated in a room
prepared using the Joint
Commission and Center for
Medicare and Medicaid Services
standards for ED rooms used by
psychiatric patients as measured by
an ED Diveport report. (CO)

3. By August 31,
2021, the
Columbia
Suicide Screen
was completed
on 70% of

3. By August 2021, 100% of ED RNs
were compliant on completion of the
C-SSRS screen for ALL pediatric
patients presenting to the ED were
screened for suicide using the C-

Education of Staff
ED Director
2 hours of
education time for
80 RNs

*ED director
approves 2 hours
of training for 80
ED RNs

80 ED RNs are
educated on
administering the
C-SSRS screen
tool.

ED Staff

Pediatric mental
health patients

IMPROVING THE QUALITY OF CARE
Clinical
Education
Specialist
Clinical Nurse
Navigator- ED
80 ED RNs
Education Center
computers
Education Center
Classroom
Presentation
handouts

Clinical Nurse
Navigator
Creator of
“Mental Health
Questionnaire”
Education Center
Classroom
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*Clinical
Education
Specialist and
Clinical Nurse
Navigator prepare
a presentation
regarding the
Columbia Suicide
Severity Rating
Scale (C-SSRS)
screen.

pediatric
patients with a
psychiatric
complaint as
measured by a
Decision Support
report (CO)

SSRS as measured by a Decision
Report. (CO)

4. By August 31,
2020, 6 of the 10
ED RNs
receiving
education in
caring for
psychiatric
patients report
increased selfefficacy in caring

4. By January 2022, 70% of RNs in
the ED will be trained in psychiatric
competencies. (PO)

*Clinical
Education
Specialist and
Clinical Nurse
Navigator present
C-SSRS screening
education to 80
ED RNs in
several classes
held in the
Education Center
Classroom
*Permission is
obtained to use
the “Mental
Health
Questionnaire”, a
survey tool used
to assess staff
comfort caring for

10 ED RN
volunteers are
surveyed on
perceived
competence
taking care of
pediatric mental
health patients
before and after
being educated

ED RN staff
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Education center
computers

psychiatric
patients.

Training program
from the
American
Psychiatric
Nurses
Association
(APNA)

*Principal
investigator
performs a survey
of staff prior to
psychiatric
education.
*10 ED RN
volunteers are
educated to care
for psychiatric
patients with the
APNA
“Transitions to
Practice”
education
* Clinical
Education
Specialist
facilitates APNA
psychiatric
education
program
*Principal
Investigator
performs a survey
of staff after
APNA Education

with the APNA
Transitions to
Practice
psychiatric
education
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for pediatric
psychiatric
patients as
measured by
comparing pre/post-training
Mental Health
survey scores.
(CO)
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Human Resources
10 ED RN
volunteers
Clinical Nurse
Navigator
Clinical Nurse
Navigator
APNA
“Transitions to
Practice” program
Education Center
classroom
Education Center
laptop computers

Education
Specialist
facilitate APNA
psychiatric
education
program
*10 ED RN
volunteers take
the APNA
Transitions to
Practice education
program

Educating 10 ED
RNs in
psychiatric
competencies to
care for pediatric
mental health
patients in the
ED.
Psychiatric
competencies
include:
-Assessment of
suicidal ideation
-Review of
psychiatric history
and medications
-Techniques to
de-escalate
agitated patients
-Strategies to
reduce self-harm
-Identify and
intervene for
changes in
behavior
-Knowledge of
common
psychiatric
medications
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10 ED RNs who
participate as
volunteers in the
pilot study
Pediatric mental
health patients in
the ED and their
families

5. By July 31,
2020, 50% of
pediatric mental
health patients in
the ED were
cared for by staff
trained in
psychiatricspecific
competencies
listed in Outputs.
(PO)

5. By May 2022, 100% of nurses
practicing in the local ED were
trained in psychiatric competencies
listed in Outputs. (PO)
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Patient Experience

Clinical Nurse
Navigator
Patient Evaluation
of Emotional
Comfort
Experience
(PEECE) Tool
10 ED RN
volunteer

Principal
investigator
obtains
permission to use
the PEECE tool.

Copies of PEECE
tool are made
after permission
received.

The PEECE tool
is administered by
the ED RNs to
psychiatric
patients after
consent received
from the parents
and assent from
the patient

ED RNs
participating in
the pilot study

Pediatric patients
treated for mental
health crisis in the
ED

6. By August 31,
2020, 50% of
patients
completing the
Patient
Evaluation of
Emotional
Comfort
Experienced
(PEECE) noted
positive emotions
and developed a
perceived
meaning of their
emotions during
their ED stay

6. By August 31, 2022 70% of
patients completing the PEECE tool
noted positive emotions and
developed a perceived meaning of
their emotions during their ED stay.
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Memorandum of Understanding
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Appendix E

Mental Health Questionnaire

INSTRUCTIONS FOR COMPLETION
We are surveying staff comfort in caring for mental health patients presenting to
the emergency department for care. When answering questions, please consider how you
feel about your experience right now.
There is no obligation to complete the survey. You may choose not to answer any
question, or to skip certain questions. If you decide not to complete the survey, return it to
Joe Greene. If there are any questions, you can contact Joe Greene, Project Manager at
extension 36021.

Current title ___________________________
Years in position _______________________
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Mental Health Questionnaire
(Wand & Happell, 2001, permission for use by author)

Survey of the knowledge, skills, and attitudes of
emergency room nurses
I am skilled in assessing suicide risk
I am skilled in assessing potential for violence
I am skillful in assessing psychotic symptoms
I am skillful in differentiating between delirium and
dementia
I am skillful in differentiating between substance
intoxication and psychosis
Communication skills enable me to calm anxious
people
I work well with people who have self-inflicted
injuries
It is as easy to triage a mental health patient as it is
to triage a physical injury patient
I am able to refer mental health clients to
appropriate services
I effectively liaise with staff involved in mental
health care in the broader community
I have the communication skills to deal with
aggression
I effectively liaise with case managers of mental
health clients
I lack skill in gaining the cooperation of people
who resist treatment
My communication with mental health patients is
respectful
I find it easy to understand people who harm
themselves
I know the difference between a psychiatric
assessment and evaluation for a legal hold
My communication with people who have selfinflicted injuries is respectful
I utilize mental health terminology appropriately
I have communication skills for dealing with
people who are confused
My communications with people who have
problems with alcohol are respectful
I am able to communicate effectively with patients
who are paranoid or suspicious

Very
True

Fairly
True

Somewhat
true

Not true
at all
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Appendix F
Patient Evaluation of Emotional Comfort Experienced
Instructions for PEECE survey
Script for staff to read:
I have a survey for you to complete if you choose to do so. This survey will give you a chance to tell us
how you feel about different emotions after your care in the emergency department. Your answers will
help us understand how the way we care for you makes you feel. We want to provide the best care
possible, and this will help us make important changes.
You do not have to fill out the survey. If you begin to answer the questions and decide you want to stop,
you may do so. If you just do not want to answer a specific question, you may skip it. No one will know
how you answer because we do not want you to put your name on the survey. We only want to know if
you had a positive experience. You may not benefit from changes we make, but your answers will be
important to make sure other kids in the same situation have a positive experience in the future.
Whether you decide to complete the survey or not, we appreciate the chance to care for you and even
though no one likes to go the hospital, we hope your stay did not make you feel worse. We hope you
feel better and want to make sure we met all your needs the best we can.
After you finish the survey, please give it back to me. If you have any questions, I will do my best to
answer them for you.
Thank you.
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Consent to Participate
We are trying to improve the care provided to children in the community. This survey is intended to tell
us if your child felt the care we provided was helpful to them. You are under no obligation to allow your
child to participate in this survey, but your child’s answers may help us provide better services.
Completing the survey will cause little or no risk to your child. The only potential risk is that some
children might find the topic of some survey questions to be sensitive. The survey has been designed to
protect your child’s privacy. They will not be asked to put their names on the survey. No child will ever
be mentioned by name in a report of the results.
While your child may get no benefit right away from taking part in the survey, the changes made in the
emergency department may help your child and other children in the future. We would like all children
receiving mental health care in the ED to take part in the survey, but the survey is voluntary. If you do
not wish your child to take part, there will be no difference in the care they receive. Children may skip
any question they do not wish to answer. In addition, they may stop participating in the survey at any
point if they choose.
If you have questions please contact the program manager, Joe Greene, MSN, RN, NPD-BC, CEN at
(phone number).
Permission is given to complete an anonymous survey

____ Yes
____ No

Signature of parent _________________________________

Patient Evaluation of Emotional Comfort Experienced
(Williams, 2017, permission obtained from author)

Think about how you are feeling in your emotions right now. Place a mark in the box that best
represents your feelings right now. If you would like to share comments on any of the statements,
please do so in the box provided. Turn the evaluation in to your nurse before you leave. This test is
anonymous so please do not put your name on the paper anywhere.
For example:
Extremely

I feel informed

Very

Somewhat

Very Little

Not at all

XX

Comments:
Please start here:
Extremely

Very

Somewhat

Very Little

Not at all

Extremely

Very

Somewhat

Very Little

Not at all

1. I feel relaxed
Comments:
2. I feel appreciated
Comments:
3. I feel safe
Comments:
4. I feel calm
Comments:
5. I feel cared for
Comments:
6. I feel at ease
Comments:

7. I feel like smiling
Comments:
8. I feel energized
Comments:
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9. I feel content
Comments:
10. I feel in control
Comments:
11. I feel informed
Comments:
12. I feel thankful
Comments:

Please have your parents answer these questions:
Extremely

1. I feel informed
Comments:
2. I feel understand the plan for my
child’s care
Comments:
3. My questions have been answered.
Comments:

Very

Somewhat

Very Little

Not at all
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Appendix G
Project Timeline

Project Timeline

Month/Year

Activity
Aug ‘19 –
Oct ‘19
PLANNING
Proposal Preparation
Identify Training Materials
Identification of staff participants
SP Proposal prep and presentation
Planning of permitted room
changes
Stakeholder updates
IMPLEMENTATION
Informatics Changes
Room Designated for Peds Psych
Pre-education survey
Staff Training
Charge Nurse assignment update
Patient’s cared for with change

Nov ’19 –
Dec ‘19

Jan ’20 –
Apr ‘20

May ’20 –
Jun ’20

Jul ’20 –
Aug ‘20

Sep ’20 –
Dec‘20

Jan ’21 –
Feb ‘21

Mar ’21 –
May ‘21

IMPROVING THE QUALITY OF CARE
Caring contacts follow up
DATA COLLECTION

Access Meditech metrics
Staff surveys
Patient/Family surveys
Stakeholder’s survey of SP
success
DATA ANALYSIS
Quantitative description of
results
Qualitative description of results
DISSEMINATION
Presentation of findings to
stakeholders
Publishing considerations
Final Report
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Appendix H
Expense Report

Appendix G
Expense Category
Pers onnel cos t for s ui ci de
s creen educa ti on

Scholarly Project Expense Report
Expense Description
ED Cl i ni ca l Sta ff RN's educa ti on on new
proces s , s ui ci de s creen

Grand Total
Explanation of Expense

Type of Cost (variable/fixed)

ED Cl i ni ca l RN's wi l l be tra i ned to
a dmi ni s ter a nd s core a new s ui ci de s creen
to be us ed on pedi a tri c menta l hea l th
pa ti ents . In a ddi ti on, educa ti on wi l l
Va ri a bl e
i ncl ude the new proces s . Ra te i s ba s ed on
the a vera ge hourl y wa ge i n the ED

Pers onnel cos t for
ps ychi a tri c competency
tra i ni ng

ED Cl i ni ca l Sta ff vol unteers who wi l l recei ve
tra i ni ng i n ps ychi a tri c competenci es a nd
pa rti ci pa te i n the pi l ot

10 Vol unteer ED RN s ta ff wi l l be tra i ned i n
ps ychi a tri c competenci es provi ded by the
Tra ns i ti ons i n Pra cti ce cours e provi ded by
Va ri a bl e
the Ameri ca n Ps ychi a tri c Nurs e As s oci a ti on
a nd tra i ni ng i n ps ychi a tri c i nterventi ons

Pers onnel

Engi neeri ng s ta ff who wi l l ma ke mi ni ma l
modi fi ca ti ons i n the room s et a s i de for
pedi a tri c ps ychi a tri c pa ti ents

Modi fi ca ti on wi l l be ma de to a n ED room
to remove l i ga ture poi nts .

Cl i ni ca l Educa ti on Speci a l i s t wi l l fa ci l i ta te
cl a s s s pa ce, computers a nd a s s i s t i n
prepa ra ti on of educa ti on for the Sui ci de
tra i ni ng for a l l s ta ff, a nd the ps ychi a tri c
competency tra i ni ng for the 10 vol unteers

The cl i ni ca l educa ti on s peci a l i s t wi l l
a s s i s t wi th prepa ra ti on of cl a s s
pres enta ti ons . Two hours of prep ti me for
ea ch hour of cl a s s , i n a ddi ti on to the hours Fi xed
s pent i n cl a s s educa ti ng s ta ff. 17 HRS x 2
HRS prep for ea ch cl a s s room hour

Progra m Ma na ger ti me educa ti ng pi l ot RNs i n
thera peuti c i nterventi ons ; Cos t for
eva l ua ti on a nd di s s emi na ti on
(Approxi ma tel y 40 hours )

Pa rti ci pa ti on i n pres enti ng the 17 hours of
educa ti on wi th the Cl i ni ca l Educa ti on
Speci a l i s t; a ddi ti ona l l y, 5 hours of
educa ti on on thera peuti c i nterventi ons +
prepa ra ti on hours ; 5 HRS x 2HRS prep for
a ddi ti ona l educa ti on; 22 hours educa ti ng
s ta ff i n cl a s s room;

Pers onnel

Pers onnel

Ma teri a l & Suppl i es

Spa ce

Pa per

Cl a s s room s pa ce i n the Educa ti on Center for
36 hours of tra i ni ng of s ta ff

Equi pment

Tel ehea l th computer pa ds

Li cens e Fees

APNA progra m

Ma rketi ng/Adverti s i ng

Fol l ow up ca rds

Va ri a bl e

Fi xed

Volume

2 HRS x 82 RNs

$52/HR

$8,528

20 HRS x 10 RNs

$52/HR

$10,400

3 HRS x 2 Engi neers

$42/HR

$252

51 HRS x 1 CES

$56.50/HR

$2,881

72 HRS x 1 CNN

$65.62/HR

$4,725

$19/ 3 rea m ca s e

$19.00

$200 per 6 hour bl ock

$1,200

$5,000

82 Educa ti ona l pa ckets for Sui ci de Screen
tra i ni ng; 10 educa ti ona l pa ckets for nurs es Fi xed
3
i nvol ved i n pi l ot s tudy
The hos pi ta l ha s a comprehens i ve
educa ti on center wi th numerous educa ti on
36 HRS cl a s s ti me for
centers . The cos t i s es ti ma ted; fi na l cos t
Va ri a bl e, ba s ed on # of HRS rented Sui ci de Tra i ni ng (3
wi l l be confi rmed pri or to fi na l propos a l
cl a s s es )
s ubmi s s i on.
4 a ddi ti ona l computer pa ds to be us ed for
tel eps ychi a try
Li cens e for 10 s ta ff members to ta ke the
Tra ns i ti ons i n Pra cti ce onl i ne cours e
through the Ameri ca n Ps ychi a ti c Nurs e
As s oci a ti on
Ca ri ng Conta cts ca rds for s ta ff to s end to
pa ti ents i n fol l ow up. Ea ch pa ti ent ha s 2
fol l ow-ups a t 48 hours a nd 7 da ys .

$35,175

Cost per Unit

Fi xed

4 computer pa ds

$1,250/EA

Fi xed

10 l i cens es

$190/per l i cens e

Fi xed

750 ca rds

$90/per 250 ca rds

$1,900.00

$270.00
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Appendix I
2-3-Year Budget

Appendix H 2-3-Year Budget

Yearly Totals: $ 35,175.00
Expense Category

$40,185.00

$ 36,494.00

Year 2

Year 3

Year 1

0 $

8,528.00

$

Personnel cost for
psychiatric competency
training

$

10,400.00

$

Personnel Engineering
Cost

$

252.00

$

1,073.00

24,684.00

-

Rationale

$

The first year, all 82 RN's will receive suicide screening education.
Thereafter, an average of 10 new nurses are hired each year and will
1,108.00
require the training. Year 2-3 include the 3.1% wage increase each
year per union contract

$

By August 2022, 70% of all nursing staff will receive the training in
psych competencies. This is an addition of 46 RNs, half trained in
25,475.00
fiscal year 2021, half during fiscal year 2022. This also includes an
increase in wages of 3.2% per year, per union contract.

$

-

Altering the room is a one time cost

Material & Supplies

$

19.00

$

19.00

$

In year 2 and 3, the educating will only involve the CES. Year 2,
remaining staff will receive APNA training. The CES cost will also
include suicide screening for new staff. Training in year 2 will be
3,732.00
split in to 3 classes for remaining staff. Year 3 includes APNA and
suicide training. The CES is a union position, and the increase
includes a 3.2 % increase per annum
19.00 Paper

Space

$

1,200.00

$

2,000.00

$

2,000.00 Classroom needed for 62 hours of training for ED staff.

Equipment

$

5,000.00

$

Education Specialist (YR 13)/Program Manager (YR
$
1 only)

7,606.00

$

3,499.00

$

-

$

License Fees

$

1,900.00

$

8,550.00

$

Marketing/Advertising

$

270.00

$

360.00

$

-

This is a one-time expense coming from the hospital capital budget

If the pilot study is successful, the institution can purchase a license
yearly for training. The cost of the license decreases with more users.
3,800.00
The cost is estimated on 50 users for year 2 and 10 per year
thereafter

360.00

There are approximately 400 pediatric psychiatric patients per year,
increasing at 12% per year.
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Appendix J
Operating Budget

Revenue Total
Source

$

35,175.00

Description

Amount

Henry Mayo Hospital

space, equipment, materials & supplies, personnel

$

22,875.00

Pilot study RNs utilizing Educational leave benefit and educational
course reimbursement

The hospital allows for 20 hours of Educational Leave
and provides up to $750 for course reimbursement.
Volunteers for pilot study have agreed to use these
funds for the psychiatric education

$

12,300.00

Expenses Total

$

Expenses
Personnel Costs

Description

35,175.00
Amount

Staff to attend training, two educators. Engineering
personnel, RN volunteers for pilot

$

26,786.00

Material & Supplies

Paper

$

19.00

Space

Rental in the Education Center

$

1,200.00

Equipment

First year purchase of telehealth computer pads

$

5,000.00

License Fees

First year license fees for APNA competency program

$

1,900.00

Marketing/Advertising

First year cost of caring contacts

$

270.00
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Appendix K
Outcomes

Outcome

Data Collection Instrument /

Analysis Goal

Analytic Technique

Data
1. By August 31, 2020,
50% of pediatric mental
health patients will have
an evaluation by a
qualified behavioral
health professional
within two hours of
arrival in the ED.

Instrument: The Decision Support department will
create a Diveport report with the following information:
V-Number of the patient visit
Age of the patient
Presenting complaint
Room Assignment
Time of Arrival to the ED
Time Psychiatric Assessment requested
Time Psychiatric Assessment completed
Time of arrival to time leaving the unit (discharge
or transfer)
Nurse assigned
Data: A dashboard will be created with the information
noted above to report the range of times and the median
time for completion of the psychiatric assessment for
pediatric patients presenting to the ED with a mental
health complaint. The dashboard is contained within the
Diveport portal and updated monthly, with previous
month’s data available in an archive.

2. By August 31, 2020,
50% of pediatric patients
presenting with mental
complaints are treated in

Instrument: The Decision Support department will create
a Diveport report with the following information:
V-Number of the patient visit
Age of the patient
Presenting complaint

1. To record the number of
patients who are being
evaluated by the new
throughput process.
2. To determine the average
time from arrival to the ED
to assessment by a qualified
behavioral health
professional.
3. To understand the number
of patients who do not
receive a psychiatric
assessment within two hours
of arrival, determine the
impact this has on their care,
and intervene to
adapt/change processes to
increase these assessments.

1. To quantify the number
of pediatric psychiatric
patients who are treated in a
purpose-built room as
opposed to the ED hallway.

Primary data
providing descriptive
statistics to determine
time ranges and
average for time of
arrival to the ED to
the completion of a
psychiatric
assessment as a
measure of quality of
care.
Descriptive statistical
data describing the
number of patients
utilizing the new
throughput process.

Primary data to
provide descriptive
statistics to determine
the number of
patients being treated
in a purpose-built
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room designated for this
purpose.

Room Assignment
Time of Arrival to the ED
Time Psychiatric Assessment requested
Time Psychiatric Assessment completed
Time of arrival to time leaving the unit (discharge
or transfer)
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2. To understand the impact
being cared for in a purposebuilt room has on the overall
quality of care for this
vulnerable patient group

room versus the ED
hallway.

1. Ensure all pediatric
patients presenting to the ED
with a primary psychiatric
complaint are screened for
suicide.

Primary data to
provide descriptive
statistics on the
percentage of
completed suicide
screens.

Data: The data will be reported on a dashboard available
on the Diveport portal of the host site facility. It is
updated monthly, with previous month’s data available in
an archive.
3. By August 31, 2020,
100% of ED RNs were
compliant on completion
of the Columbia Suicide
Severity Rating Scale on
pediatric patients
presenting to the ED with
a primary behavioral
complaint.

Instrument: Decision support personnel will be
requested to supply a report from data pulled from the
electronic medical record of the number of suicide screens
assigned and completed.

4. By August 31, 2020, 6
of the 10 RNs
participating in the pilot
report increased selfefficacy in caring for
pediatric psychiatric
patients.

Instrument: This will be measured using both qualitative
and quantitative data. For qualitative data, staff
participating in the pilot study will be briefly interviewed
at the end of the study to determine the effect of education
on the care of mental health patients in the ED.
Quantitative data will be collected using the “Mental
Health Questionnaire” developed by Drs. Wand and
Happel, comprised of 21-questions regarding staff comfort
with various aspects of mental health care.

1. Generating quantitative
data evaluating the impact of
psychiatric-specific
competency training on the
self-efficacy of staff in
caring for the pediatric
mental health population.

Data: Staff will answer one question, “How has
education in psychiatric competencies improved your care

2. Qualitative data will
report individual nurses’
impression of the impact of

Data: This will be reported as number of screens
completed/number of screens assigned and noted as
percentage of completions.

2. Give feedback to staff
daily to ensure suicides
screens are completed on all
applicable patients

Descriptive statistics
from the quantitative
data will identify if
there is self-reported
increase in selfefficacy pre- and
post-training in
psych-specific
competencies.
For qualitative data, a
list will detail
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5. By July 31, 2020, 70%
of pediatric mental
health patients in the ED
were cared for by staff
trained in psychiatricspecific competencies
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of pediatric psychiatric patients in the ED.” Responses on
the Mental Health Questionnaire are evaluated on a Likert
scale with a numerical value assigned to each response
and the average of responses used to develop a picture of
current and post-training efficacy in psychiatric care.

psychiatric education and
identify remaining gaps in
training.

individual responses
to questions, and the
frequency of
responses will be
noted to develop
changes necessary for
a broader application
beyond the pilot
study.

Instrument: The Decision Support department will
create a Diveport report with the following information:

1. The goal is to identify the
scope of impact during the
pilot study.

Descriptive statistics
will show the total
number of patients
treated under the new
protocol and its
relationship to the
total number of
pediatric mental
health patients
expressed as an
average.

V-Number of the patient visit
Age of the patient
Presenting complaint
Room Assignment
Time of Arrival to the ED
Time Psychiatric Assessment requested
Time Psychiatric Assessment completed
Time of arrival to time leaving the unit (discharge
or transfer)
Nurse assigned
Data: Pediatric psychiatric patients care for by staff
participating in the pilot study will be identified in the
Diveport report. Percentage will be calculated from
numerator of pediatric psych patients with RNs in the pilot
and denominator of all pediatric psychiatric patients
presenting to the ED

2. Identification of patients
treated with best practice can
be compared with those
treated under the current
protocol to evaluate the
effect on outcomes.
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6. By August 31, 2020,
50% of patients
completing the Patient
Evaluation of Emotional
Comfort Experienced
(PEECE) noted positive
emotions and developed
a perceived meaning of
their emotions during
their stay.

Instrument: The Patient Evaluation of Emotional
Comfort Experienced (PEECE) tool is a 12-question tool
to measure overall impact of nursing care and two
additional domains: the level of positive emotions toward
the care, and the perceived meaning of the care. The tool
developer states it is well understood and easily
administered, assessment of patient’s feelings of emotions
is a good indicator whether psychosocial interventions are
of value. The tool will be given to all pediatric psychiatric
patients presenting to the ED during the time of the pilot
study.
Data: The PEECE tool asks twelve questions all
beginning with “I feel …” followed by several descriptor
words such as “cared for”, “relaxed”, etc. which are
answered using a Likert scale and assigned a numerical
value: “not at all” (0), “very little” (1), “somewhat” (2),
“very” (3), “extremely” (4). Level of response will be
developed from averages of the responses to individual
questions. 7 questions are used to develop a measure of
positive emotions; the remaining 5 questions are used to
evaluate the perceived meaning of the interventions.
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1. The goal of this analysis
is to develop a record of
patients’ response to the care
received from nurses who
have received training in
psychiatric competencies.

Descriptive statistics
from the quantitative
data will describe the
experience of patients
receiving psychiatric
care in the ED.

2. Comparison with patients
treated in the current ED
process will help draw
conclusions about the benefit
to overall patient experience
by training staff in
psychiatric-specific
competencies.

Comparison of the
average responses
and subscale results
between those who
received the pilot
study protocol and
current practice will
describe the
differences in patient
experiences.
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IRB Approval
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Appendix M
ED RN Recruitment Letter
To my colleagues:
As you know, we have had a dramatic increase in the number of pediatric patients presenting to the
emergency department in mental health crisis. In fact, 4% of the 12,000 children we see every year are
arriving with complaints of anxiety, depression, suicidal thoughts, and actions. This crisis is not isolated
to the city of Santa Clarita nor only to the state of California. The worldwide availability of mental health
services is unable to accommodate demand, especially for this particularly vulnerable population. While
many know the severity of the problem, there are very few solutions. This is why, in the end, the
emergency department is the safety net for those without care.
In the past few months children presenting in crisis have waited in the hallways of our department for
many hours, sometimes the entire time of their involuntary hold. You will admit the ED environment is
hardly conducive to begin the journey of emotional healing. Many of you have expressed frustration
because, while the parents have brought their children to the ED for this care, this isn't the place to
provide mental health treatment because there is no dedicated area, poor access to psychiatric
assessment, and historic lack of condition-specific education for staff.
ED management has allowed the completion of a pilot study in the ED to implement a new process for
evaluation of pediatric patients, increased mental health education for staff, and a dedicated area for
these patients to wait while they are evaluated. The hope is to decrease the number of patients placed
on an involuntary hold, make staff more comfortable taking care of these patients, and to provide
therapeutic interactions with the patients. I am recruiting 10 volunteer ED RNs to participate in this
quality improvement project.
You will be asked to complete a pre- and post-education survey, an informal interview after 90 days, and
20 hours of education as a group. The education will be provided at no cost through instructor-led
content as well as a computer-based program provided through the American Psychiatric Nurse
Association. Your wages will be paid through application to Human Resources for paid education leave.
You will also receive 20 CEUs toward license renewal.
Thereafter, you will care for pediatric psychiatric patients using this new process and ask the parents
and children to sign a consent to complete a survey at the end of their care. You will be asked to consent
to participate in this project. You may choose to withdraw your participation at any time. No identifiable
information will be collected from you. Only I, as the program manager, know the results of your survey.
Your survey responses will only be identified by a unique number assigned to each of the 10
participants, which will allow comparison of the pre- and post-education survey scores. I will conduct an
interview after the second survey and ask only one question: How has psychiatric education changed
your care of patients with a mental health complaint?
At the end of August, the pilot will end, and I will share with ED Leadership and participants how the
new process and the education of staff has affected the patient's experience of their care.
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The pilot study is being conducted in completion of a requirement for obtaining a doctoral degree at
Boise State University and an Institutional Review Board evaluation was completed to ensure the pilot
study is ethically conducted, there is no coercion, and there is full knowledge by participants. This
approval is available for your review.
There are no inducements for participating, although I intend to thank participants in my published
dissertation. By the same token, there is no penalty if you do not wish to participate. Doing so is entirely
voluntary. If you do not wish to participate, please disregard this email.
If you would like to be a part or have questions about the project, respond to this email (work), or
privately at joegreene@boisestate.edu. I will contact those interested to answer any questions and give
additional information. If you have any problems or concerns, you can contact me by email or phone at
(phone number). You may also contact my faculty advisor, Dr. Teresa Serratt at
TeresaSerratt@boisestate.edu.
It is exciting to consider the difference we can make in the care of these kids! I am hopeful this will
provide an evidence-based, best practice formula to not only care for pediatric mental health patients,
but all patients who present in mental health crisis.
Thank you,

Joe Greene
Clinical Nurse Navigator – Emergency Department
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Appendix N
Pre-Education Self-Efficacy Survey
N=8

Mental Health Questionnaire
(Wand & Happell, 2001, permission for use by author)
Survey of the knowledge, skills, and attitudes of
Very
Fairly
Somewhat
emergency room nurses
True
True
true

I am skilled in assessing suicide risk
I am skilled in assessing potential for violence
I am skillful in assessing psychotic symptoms
I am skillful in differentiating between delirium and
dementia
I am skillful in differentiating between substance
intoxication and psychosis
Communication skills enable me to calm anxious
people
I work well with people who have self-inflicted injuries
It is as easy to triage a mental health patient as it is to
triage a physical injury patient
I am able to refer mental health clients to appropriate
services
I effectively liaise with staff involved in mental health
care in the broader community
I have the communication skills to deal with aggression
I effectively liaise with case managers of mental health
clients
I lack skill in gaining the cooperation of people who
resist treatment
My communication with mental health patients is
respectful
I find it easy to understand people who harm
themselves
I know the difference between a psychiatric assessment
and evaluation for a legal hold
My communication with people who have self-inflicted
injuries is respectful
I utilize mental health terminology appropriately
I have communication skills for dealing with people
who are confused
My communications with people who have problems
with alcohol are respectful
I am able to communicate effectively with patients who
are paranoid or suspicious

12.5%
25%

37.5%

Not true
at all

75%
87.5%
50%
62.5%

25%
25%
37.5%

75%

25%

50%

50%

62.5%
12.5%

37.5%
37.5%

50%

25%

25%

50%

12.5%

50%

37.5%

37.5%
50%

62.5%
25%

25%

50%

37.5%

12.5%

37.5%

25%

37.5%

25%

50%

12.5%

62.5%

50%

50%

12.5%

37.5%
37.5%

62.5%
50%

50%

37.5%

12.5%

25%

62.5%

12.5%
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Appendix O
Post-Education Self-Efficacy Survey

N=4

Mental Health Questionnaire
(Wand & Happell, 2001, permission for use by author)
Survey of the knowledge, skills, and attitudes of emergency room
Very
Fairly True
nurses
True
I am skilled in assessing suicide risk
I am skilled in assessing potential for violence
I am skillful in assessing psychotic symptoms
I am skillful in differentiating between delirium and dementia

25%
25%
25%

I am skillful in differentiating between substance intoxication and
psychosis

75%
75%
50%
25%

50%
50%

75%

25%

Communication skills enable me to calm anxious people

75%

25%

I work well with people who have self-inflicted injuries

50%

50%

It is as easy to triage a mental health patient as it is to triage a physical
injury patient
I am able to refer mental health clients to appropriate services

75%
25%

25%

I effectively liaise with staff involved in mental health care in the
broader community
I have the communication skills to deal with aggression

25%

75%

I effectively liaise with case managers of mental health clients

25%

50%

Not true at
all

25%
50%

100%

I lack skill in gaining the cooperation of people who resist treatment
My communication with mental health patients is respectful

Somewhat
true

25%
100%

100%

I find it easy to understand people who harm themselves

100%

I know the difference between a psychiatric assessment and
evaluation for a legal hold

75%

My communication with people who have self-inflicted injuries is
respectful

100%

I utilize mental health terminology appropriately

50%

I have communication skills for dealing with people who are confused

100%

My communications with people who have problems with alcohol are
respectful

100%

I am able to communicate effectively with patients who are paranoid
or suspicious

75%

25%

50%

25%
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Appendix P
Comparison of Lowest Scores Pre- and Post-Education

Figure 1

Comparison of Lowest Scoring Items Pre- and PostEducation

Lowest Scoring Questions Pre-Education

It is as easy to triage a mental health
patient as a physicial injury patient
I utilize mental health terminology
appropriately

I know the difference between
psychiatric evaluation and evaluation for
a legal hold
I have the communication skills to deal
with aggression
I find it easy to understand people who
harm themselves

Average of Post-Education
Average of Pre-Education

I effectively liaise with staff involved in
treating mental health clients in the
broader community
I am able to communicate effectively
with people who are suspicious or
paranoid

0.00% 20.00% 40.00%60.00%80.00%100.00%

Percentage of Respondents Reporting Self-Efficacy for Specific Mental Health Topics
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Appendix Q

Percentage of Very and Somewhat True Responses

Comparison of Pre- and Post-Education Scores by Question

Figure 2

Mental Health Questionnaire Pre and Post Responses

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
8

4

18

3

5

Assessing

1

2

11

21

6

19

13

14

Communication

17

20

9

12

10

Referral

16

15

7

Suicide

Note: The 21-question Mental Health Questionnaire questions grouped by topic. Demonstrates the
increase in pre-education (light color) and post-education (darker color) self-efficacy.
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Appendix R
Door to Evaluation and Door to Disposition
10:48

Figure 3 Door to Evaluation and Disposition
10:05:01

9:36
8:24
7:58:56

Average Time

7:12
6:00
4:48
3:36
3:20

3:10

2:24

1:12
0:00
6/2019 - 8/2019

6/2020 - 8/2020

Comparison of Times 2019 - 2020

Door To Evaluation

Door to Disposition

Note: This chart compares the average Door to Evaluation and Door to Disposition times between
similar time spans in 2019 and 2020.
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Appendix S

Comparison of Patient Disposition 2019/2020

Figure 4

Patient Disposition

30

28

25
22

Number of Patients

20
20
15

15
2019
2020
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5

0

Home

Transfer

2019

20

22

2020

15

28

Comparison of Dispositions between 2019 and 2020
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Appendix T
Patient Evaluation of Emotion Comfort Experienced Results

PEECE Questions Describing Patient Emotions

Figure 5

Positive Emotions

I feel energized
I feel like smiling
I feel in control
I feel relaxed
I feel content
I feel at ease
I feel calm
0

1

2

3

4

5

6

7

8

9

Number of Patients Responding (n=13)
Not at All

Very Little

Somewhat

Fairly True

Extremely

Note: This Figure notes how respondents answered the questions that describe their emotions during
the emergency department stay for mental health crisis.

PEECE Questions Describing the Perceived
Meaning of Their Care

Figure 6

Perceived Meaning of the Experience

I feel thankful
I feel safe
I feel informed
I feel valued
I feel cared for
0

1

2

3

4

5

6

7

8

Number of Patients Responding (n=13)
Not at All

Very Little

Somewhat

Very

Extremely

Note: How patients answered the questions forming the “perceived meaning” element of the PEECE
survey.
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Appendix U
Sustainability Evaluation of Mental Health Nurse in the Emergency Department
Table 1
Sustainability Factor

Factor Rating

Score

Process Factors*
Benefits beyond helping patients The change has a wide range of benefits

Credibility of the benefits

Adaptability of the process

8.5

The change has some benefits

4.7

The change has one or two benefits

4.0

The benefits are only related to patients

0

Benefits of the change are widely
communicated, immediately obvious,
and supported by evidence

9.1

Benefits of the change are not widely
communicated, immediately obvious,
but are supported by evidence

6.3

Benefits of the change are not widely
communicated, immediately obvious, or
believed in by stakeholders. They are
supported by evidence.

3.1

Benefits are not obvious, believed in by
stakeholders, or supported by evidence.

0

The improved process can be adapted to
support wider organizational change.
The change will not be disrupted if specific
individuals leave.

6.3
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monitor progress
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The improved process can be adapted to
support wider organizational change. The
change will be disrupted if others leave

4.9

The improved process is difficult to adapt and
will be difficult to continue if others leave

3.4

The change depends entirely on a specific
group or individual

0

The monitoring system is supported beyond
project

6.5

The monitoring system is temporary.

3.3

The monitoring system is temporary, and
results are not communicated beyond the
improvement team.

2.4

There is no reliable monitoring system.

0

Staff were involved in all phases of the project
and trained in the new process.

11.4

Staff were heavily involved in the project but
have not been trained in the new process.

6.3

Staff were consulted near the end of the project
and trained in the new process.

4.9

Staff have not been involved or trained in the
process.

0

Staff ideas are frequently tested to strengthen
change.

11

Staff Factors*
Staff involvement and
training to sustain the
process.

Staff behaviors toward
sustaining change.

Staff suggest ideas, and they are sometimes tested.
5.1
Staff sometimes suggest change, but they are
rarely tested.

5.1
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Staff do not feel comfortable sharing their ideas
to sustain change.

0

Senior leaders are involved, respected and
effective at supporting improvement.

15

Senior leaders are somewhat involved and
ineffective, but staff usually do not seek
their input.

6.2

Senior leaders are somewhat involved and
cannot break down major barriers.

5.7

Senior leaders are minimally involved.

0

The change is consistent with strategic aims,
and the organization supports a culture
of improvement.

7

The change is consistent with strategic aims,
but the organization does not have a record of
quality improvement.

3.5

Organizational Factors*
Alignment with strategic
aim and culture.

The change has been shared within the organization,
but it is not aligned with the strategic aims.
3.3

Infrastructure

The change is not supported by the organization.

0

Staff are trained, and the resources are sufficient
to sustain the new process.

9.5

Training and resources support the new process,
but job descriptions and policies have not
been updated.

4.4

Training exists, but policies and resources do
not support the new process.

3.3

No organizational infrastructure has been
dedicated to support the new process.

0
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Process Factors Score

24.7

Staff Factors Score

16.2

Organizational Factors Score

7.9

Sustainability Score **

48.8

Notes: * A maximum process score is 31.1, a maximum staff score is 52.4, and a maximum
organization score is 16.5
** An overal score greater than 55 has a high probability of sustained success, and
overall score of 45 is reason for concern, and an overall score less than 35 requires
significant effort to address sustainability limitations.
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Appendix V
Business Proposal for Mental Health Liaison Nurse

Mental Health Liaison Nurse – Emergency Department
August 12, 2020
Prepared For: Dr. Kingman Ho, Senior Vice President/Chief Medical & Care Innovation Officer
Dr. Bud Lawrence, Medical Director Emergency Department
Dustin Ashenfelter, Director Emergency and Trauma Services
Prepared By: Joseph L Greene, Clinical Integration Specialist
Executive Summary:
As access to crisis mental health care dwindles, patients with psychiatric emergencies
are presenting to the emergency department in greater numbers every year. While there are
fewer patients overall presenting to the ED during the current Covid-19 pandemic, the number
of psychiatric patients has remained relatively unchanged. Because of a historic lack of detailed
psychiatric education in most medical/nursing programs, a historic emphasis on the treatment
of medical illness, and stigmatization of psychiatric patients in general, patients are typically
underserved in the emergency setting (Stone, et al, 2012, Plant & White, 2013). The current
process for patients in mental health crisis is more custodial than therapeutic, increases
dissatisfaction of patients and staff, and places the safety of our patients at risk without helping
them in recovery. Average wait times for mental health patients can be 3 times greater than
medical patients, especially if waiting for an inpatient bed (Pearlmutter, et al, 2016). In our ED,
the average wait time for all psychiatric patients is 349 minutes, and for children the average
wait is historically closer to 540 minutes.
The proposed changes do not require the addition of staff to the ED. Best practice care
can be implemented by reallocating ED space to provide for a safe quiet area, and reassigning
ED staff who have already been trained in psychiatric competencies to manage this patient
population. These changes can be accomplished relatively rapidly with minimal cost to the
organization. The result is care following current best practices, involves less risk to the patient,
and meets the staff desire to provide better care.
Problem Statement:
Patients in mental health crisis are arriving in greater numbers in the ED because of lack
of access to care (Stone, et al, 2012). The 24 hour noise and chaos of the ED are not conducive
to psychiatric healing, and standard ED staff are not specially trained to care for these patients.
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The result is patients who are at increased risk for self-harm, dissatisfaction with the ED
experience due to lack of therapeutic interventions, and professional frustration for staff who
understand current practice is inadequate.
Current Practice:
Patients arrive in mental health crisis from the community through the first nurse
position and by Fire/Police authorities. Patients are often placed on an involuntary hold in the
field, requiring the patient to be evaluated by a psychiatrist. Because there is poor access to
qualified psychiatric providers in the ED, the ED MDs often place an order for a patient to be
evaluated for an involuntary hold by a LPS-trained RN. This nurse is making a legal, not clinical,
psychiatric determination of the necessity for the patient to be compelled to have evaluation by
a qualified psychiatrist, even if the patient presented with a volitional request to see a
psychiatrist. If legally determined to be a danger to self, others, or gravely disabled, the patient
is either admitted to the HMNH Behavioral Health Unit or transferred for inpatient psychiatric
admission at another hospital. If not held, they are sent home with resources, but never
evaluated by a qualified psychiatric provider. While Tele Health has recently been
implemented to provide access to a qualified psychiatric provider, this change has exposed the
inadequacies of the current ED workflow and practice. This has resulted in continued less than
optimal patient care and serious dissatisfaction among the ED MDs, RNs, as well as for
Behavioral Health Unit staff who are required to leave their work area to perform LPS
assessments in the ED.
Best Practice Identification:
Several practices suggested from the literature would provide patients with safe and
better-quality care:
•
•
•

•
•

•

Selected staff educated in psychiatric competencies to care for this patient
population (Marynowski-Traczyk, Moxham, & Broadbent, 2017)
Create a separate area where patients are more comfortable during their wait, and
is more conducive to mental health (Manton, 2012; Normandin, 2016).
Use the RN as a mental health liaison to help the ED MD facilitate Tele Psych and
navigate the extended patient care times (Wand & Happell, 2001; Wand, et.al.
2016).
Utilize RNs who can apply the recovery model and initiate therapeutic interaction
with the patient (Marynowski-Traczyk, Moxham, & Broadbent, 2017).
Staff – Patient interaction with screening, brief intervention, referral to treatment
(SBIRT) type interventions for suicidal patients and Counseling on Access to Lethal
Means (CALM). (National Action Alliance for Suicide Prevention, 2018).
Caring Contacts postcard follow-up with patients.
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Proposed Change:
The proposed immediate change includes:
•
•

•
•
•

Designate dedicated space, e.g., beds in the ED as psychiatric beds.
Designate a RN as mental health liaison and assign to care for psychiatric patients
when present. When no psychiatric patients are present, this RN assumes usual ED
RN duties.
An intermediate plan includes training and licensure as LPS evaluators for selected
ED staff.
Longer term require initial and annual psychiatric competencies for all ED staff
(Zeller, 2014).
Longer term, the hospital may benefit from the formation of a Crisis Intervention
unit following the Alameda Model (Zeller, 2014).

Benefits to Change:
The proposal can be implemented without additional staff, and no upfront costs for
equipment. The first two items can be implemented within two weeks. As part of pre-existing
but related projects, tele psychiatry is in place and 8 ED RNs have received 20 hours of formal
psychiatric education including certification in the American Psychiatric Nurse Association
“Transitions to Practice” training.
The sustainability model is a tool developed by the National Health Service in the UK,
designed to support health care leaders identify the weakness and strength in an
implementation plan (Ling, et al, 2012). With points for process, staff, and organizational
factors, a score is tallied to empirically describe the sustainability of an implementation. When
applying the tool to the Mental Health process improvement, a score of 48.5 is obtained,
suggesting it could be sustained as is, and with minor revisions sustainability would be
increased.
Additional benefits include:
•
•
•
•
•
•

Dedicated ligature safe and harm reduction area to decrease excess stimulus,
providing an area to de-escalate the patient.
Staff trained to provide therapeutic interventions for the psychiatric patient.
ED Staff dedicated to psychiatric care will be able to care for non-psychiatric patients
when the mental health census is low.
ED MD satisfaction accomplished through a liaison who can help navigate and
expedite care and continuity.
Staff satisfaction at providing a best-practice, evidence-based mechanism of care for
the patient population.
Meeting a need identified by community stakeholders.
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Paving the way for a broader future plan, increasing community benefit, and
potentially increasing remuneration to the hospital if the Crisis Intervention model is
developed to a full-fledge 23-hour observation unit.

Proposed Timeline:
Upon Approval
Week One

Receive approval for proposed change project
Increase the ligature-resistance of the
proposed dedicated patient area. (Dustin,
Sandra, Engineering)

Week One

Develop mechanism for pivoting assignments
to dedicated RN to the psychiatric area.

Week Two

Communicate changes to ED physicians and ED
staff via emails, huddles, and committee
meetings
Go-Live

Week Three
Estimated Patient Volume:

The emergency department has averaged 8.5 patients per day presenting to the ED over
a rolling 12-month period. This has remained consistent, notwithstanding the decreased ED
census during the Covid-19 pandemic. There are reports suggesting the longer the pandemic
lasts, with social isolation and tele learning, the greater psychosocial stress on society and this
volume is expected to increase (Barna, 2020).
Costs and ROI:
There will be an upfront engineering labor cost involved with removal of wires,
computers, and other items in the dedicated area to make it more ligature resistant.
There is no cost for education and training of staff unless there are not enough RNs to
cover all shifts.
Return on investment includes:
•
•
•
•

Increase in patient safety
Decrease in HAI associated with self-harm
Increase in quality metrics associated with excellence in psychiatric emergency care
(attached as Appendix A)
Provide a validated tool to measure the quality of nurse-patient interaction and
patient perception of care (PEECE Survey)
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•

Increased in self-identified efficacy of staff in caring for a specialized population.
Aligning the expectations of community stakeholders with the organizational vision
of a patient-centric environment exceeding expectations

Resources and Education:
Resources necessary to begin providing this level of care include:
•
•
•
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Identification of a dedicated area
Engineering labor to remove as many ligature points as is possible
Reallocating staff to cover patients in the designated area

Selected staff have been trained in providing care to psychiatric patients. No additional
education is necessary.

